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when you 
relieve. 
Nervous indigestion 
with 


BENTYL iHydfochlofide. /. ..... 10 mg. 
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for comfortabld reliéf of indigesti 
results show that the dual action of ‘.* ts" 4 ae 
BENTYL (musculotropic, neurotropic) provides \ BENTYL Hydrochloride. ........ 10 mg. 
with mg. 


complete and more comfortable relief . when synergistic sedation is desired 


DOSAGE: Two capsules three times daily, before or after meals. 
If necessary, repeat dose at bedtime. 


than that of all fother antispasmodics tested. 


1. Hock, C. W.: J. Med. Assn. Ga. 40;22, Jan. 1951 

2. Hufford, A. R.: J. Mich. St. Med. Soc. 49;1308, 1950 
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The Liver Lobule . . .me functional unit of the 


liver, the lobule, is the starting point in gallbladder 
therapy. Its cells secrete the bile for passage through 


the ductal system after collection in the lobule tubules. 


KETOCHOL. e «a combination of all four of the 


oxidized, unconjugated bile acids normally present in 
human bile—initiates gallbladder therapy at its logical 
starting point. The primary action of Ketochol is on the 
hepatic cells which are stimulated to secrete bile of low 


viscosity that flushes the congested ducts. 
RESEARCH IN THE SERVICE OF MEDICINE SEARLE 


GP @ June, 1951 


| 
‘ting 


The ideal initial form of nourishment 

is apple powder . . . Its value lies in the 

fact that when administered in full 

dosage it enables the infant’s digestive apparatus to 
tolerate and to utilize a high calory, high protein diet, 


provided the sugar content is kept low.2?" ; 


iN APPLE POWDER 


Control of - No Constipation : No Starvation 


Average dose 4 level teaspoonfuls thret times daily. Make thick 
paste first, then gradually dilute to consistency of apple sauce. 
Feed from spoon or dilute further and administer through 
enlarged nipple opening. Supplied in 7 oz. and 18 oz. jars. 


New 13,.N. Y. Winpsor, 


1. O’Keefe, E. S.: Am. Jour. Dis. Child., 76:616, Dec., 1948. 
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ARTICLES 


Painful Syndromes 


Winchell McK. Craig, M.D. 


Classification and diagnosis of pain—emotional and 
psychic pains as well as functional or organic pains and 


the type of treatment indicated for their relief. 


Eczema and Asthma in Children 


Bret Ratner, M.D. 


Treatment of eczema and asthma in children, including 
ointments for healing, drug and general therapy, and 
some therapeutic “don'ts.” 


Helping the Child with Delayed Speech 


Sara Stinchfield Hawk, M.D. 


A definition of the various speech defects of children and 
effective methods for their correction. 


Contents 7 


Radiotherapy in Malignant Disease . 50 
David H. Allen, M.D. 


Curative and palliative uses of irradiation in the treat- 
ment of cancer patients, with an outline of lesions, includ- 
ing those in which surgery is indicated. 


JUNE 


1951 
Major Amputations. . . . 55 
VOLUME II1l ©NUMBER 6 Donald B. Slocum, M.D. 


A description of operative techniques for closed and open 
amputations; postoperative care and complications; with a 


discussion of artificial limbs. 
GP is published monthly by the American 


Academy of General Practice. Materials for 
publication should be addressed to the Edi- 
torial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 2, Missouri. Pub- 


lication Office (printer): 1717 Washington Practical Therapeutics—Treatment of 

Street, Kansas City 8, Missouri. Advertising 

Office: 4 Wilsey Squere, Ridgewood, New Rheumatoid Arthritis . . . . . . 66 
Jersey. © One dollar a copy. By subscription: 

$5.00 a year to members of the American Richard T. Smith, M.D. 

Academy of General Practice, $10.00 a year 

to others in U.S.A. and Canede. $129.00 in Treatment of rheumatoid arthritis as a constitutional dis- 


foreign countries. Entered as second-class mat- ease; its diagnosis; use of antirheumatoid drugs; ortho- 
ter at the post office at Kansas City 8, Missouri. 


i ist d rehabilitation. 
Printed in U.S.A. Copyright, 1951, by pedis end 
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NEW IN 1951 


| Ready July 1951 
PHYSICAL DIAGNOSIS 
By RAYMOND W. BRUST, M.D., F.A.C.P., Asst. Visiting Physician, Philadelphia General Hos- 
pital; Assoc. in Medicine, University of Pennsylvania School of Medicine. 


With Introduction by TRUMAN D. SCHNABEL, M.D., F.A.C.P., Professor of Medicine, Univer- 
sity of Pennsylvania, School of Medicine. 


This new text is a radical departure from the usual type in that it presents the physical 
signs and symptoms in essence, integrated and cleared of extraneous material. It follows 
the same systematic approach to various parts of the body that is used in actual practice. 
It concentrates on principles and methods and omits irrelevant detail. Its attempt is to aid 
the student to rely on his own senses and observations, interpret them logically and arrive 
at a diagnosis. Carefully selected illustrations picture technics. 300 Pages. 71 Illus. 1st 
Edition. $4.50 


| Published Jan. 1951 


DISEASES ot the TROPICS 
By GEORGE C. SHATTUCK, M.D., Harvard University School of Public Health 
A concise, practical text covering the recognition, epidemiology, prevention and control of 


tropical diseases and medical conditions. Latest proven methods of diagnosis and treat- 
ment are stressed. 814 Pages. 450 Illus. Ist Edition. $10.00 


| Published Jan. 1951 


ANATOMY ot the NERVOUS SYSTEM 
By OLAF LARSELL, Ph.D., University of Oregon School of Medicine / 
A completely rewritten, reorganized and largely reillustrated edition of a basic text exten- 


sively recommended for undergraduate and graduate student use. The inclusion of clinical 
applications is a practical feature. 2nd Edition. 518 Illus. 533 Pages. $9.00 


| Published Feb. 1951 


PROGRESSIVE RESISTANCE EXERCISE 
By THOMAS L. DeLORME, N.D., and ARTHUR L. WATKINS, M.D., Massachusetts General 
Hospital 


The detailed technics for the restoration of muscles to maximum functional efficiency by 
tested methods of therapeutic exercise. Orthopedists, pediatricians, physical therapists 
and technicians will find it invaluable in the rehabilitation of patients with impaired 
muscle function. 256 Pages. 183 Illus. 1st Edition. $5.00 


FIRST AID: | Published Feb. 1951 | 
SURGICAL AND MEDICAL 

By WARREN H. COLE, CHARLES B. PUESTOW and 19 Collaborating Physicians 
A professional guide for use by physicians, medical students, nurses and others with 


training in the biological sciences. Excellent new material is included on the emergency 
care of atomic and industrial injuries. 4th Edition. 448 Pages. 196 Illus. $4.00 


ORDER THROUGH BOOKSELLERS OR 


APPLETON-CENTURY-CROFTS, INC. 


35 W. 32nd St., New York 1, N. Y. 
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Assembly Appraisal... Prevention of Cancer... Hospital 
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choneurotics in the Army...General Practitioners in 
Clinics... A Threat to Medicine...Wrong Use of the 
Miller Tube ...Electroencephalography in Pregnancy 


Therapeutic Hints 


Carrot Soup and Diarrhea... Brucellosis ... Antibiotics 
Useless in Influenza...Curare in Obstetrics ... Aerobic 
Flora of the Colon... Pruritus Ani...Myanesin... The 
Depressed Patient... Treatment of Vaginitis...A New 
Anticoagulant ... Testosterone for Cancer of the Breast 
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Tips from Other Journals 
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M.D. 
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Pul y Ventilation and Its Physiological Regulation 
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Juvenile Delinquency ... Diabetes Guide Book for the 
Physician... The Art of Real Happiness... Fundamental 
Considerations in Anesthesia ... The Low Fat, Low Choles- 
terol Diet: What To Eat and How To Prepare It... Tho- 
racic Surgery... The Rhythm Way for Birth Control... 
The Urinary Function of the Kidney... Speaking of Man 
...Cerebral Palsy... Plastic and Reconstructive Surgery 
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Academy Reports and News 


Presidential Address, by Stanley R. Truman, M.D... . Uti- 
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on General Practice Departments in Hospitals 


GP @ June, 1951 


opposite page 8 


15 
19 
27 


76 


79 


85 


89 


101 


105 


115 


THERAPY 


MARCELLE® FOUNDATION LOTION 
FOR OILY SKIN IN 3 SKIN-BLENDING 


Combines cosmetic appeal with clin- 
ical efficacy. 


Astringent-Protective-Hypo-Allergenic 


A Entirely free from oils, fats or waxes. 
= MARCELLE provides a superior vehi- 

cle for the treatment of acne, without 
= sacrificing esthetic appeal. Masks 
— 


unsightly lesions and helps banish 
“complexion consciousness.” 


On your prescriptions you can specify 
resorcinol and sulfur, with Marcelle 
Foundation Lotion for Oily Skin as the 
stable, grease-free base. 2 oz. bottles 
in light, medium and dark skin-tints. 


MARCELLE COSMETICS, INC. 
1741 N. Western Ave. 
Chicago 47, Ill. 
Write for 
professional samples 
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the same good milk... - “_ 
Wherever they go! = - 


Young mothers can enjoy a relaxing vacation away 


from home, too! Because wherever they go, they’ll be 
able to give their babies your Pet Milk formula... made 
with milk of the identical composition, the identical 


control of quality of the Pet Milk used at home. 


Wherever they buy it, Pet Evaporated Milk, sterilized in 
its sealed container, is as surely safe as if there were 
no germ of disease in the world ... its body-building 
protein heat-softened to virtually the easy 

digestibility of human milk. 


So many physicians rely upon Pet Milk. It’s safe! 
Nutritious! Inexpensive! And it’s everywhere! 


FAVORED FORM 
OF MILK FOR | 
INFANT FORMULA 


PET MILK COMPANY, 1485-F Arcade Building, St. Louis 1, Mo. 
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MEMO FROM 


THE MANAGING PUBLISHER 


THANKS to a generous grant from the M & R Laboratories, 
Academy members will have an added incentive to sub- 
mit papers for publication in GP during this and succeed- 
ing years. Two awards of one thousand dollars each will 
be presented to the two Academy members contributing the 
most significant scientific articles to be published during 
the year. 

M & R Laboratories communicated with the Board of 
Directors last year stating that they desired to present an 
annual award as a gesture of friendly support of the 
Academy. The Board was given the privilege of estab- 
lishing the criteria under which the award should be pre- 
sented, though it was suggested by Mr. Dave Cox, man- 
ager of M & R’s Similac Division, that it be presented for 
outstanding service to the Academy and the medical pro- 
fession. 

“We feel that the general practitioner has contributed 
most liberally in the growth of our company, and we would 
consider it a pleasure to co-operate with the Academy in 
this manner,” wrote Mr. Cox. 

In accepting M & R’s liberal offer, the Board decided 
that the two-thousand-dollar sum should be divided into 
two equal awards and suggested that they be presented to 
the two members of the Academy who submitted the 
most outstanding scientific articles published in the official 
journal each year. To this M & R Laboratories readily as- 
sented and a special committee composed of Drs. Holland 
T. Jackson, D. G. Miller, Jr., and Stanley R. Truman 
was appointed to work out details with the donors. 

To be known as the “M & R Awards,” they will be 
presented with suitable trophies during the Annual As- 
sembly for articles published during the previous year. 
The first presentation will be made at the meeting in 
Atlantic City next March. Officers, directors, and mem- 
bers of the Publication Committee will not be eligible for 
the awards. The awards will be equal in significance, with 
no distinction as to first and second choice. 

To qualify for the awards the recipients must be Acad- 
emy members; they must submit an original and out- 
standing paper meeting the editorial standards of GP and 
acceptable to the Publication Committee. Selection of the 
winning papers will be made by a committee of three 
judges to be appointed by the Board of Directors. A record 
of published papers by Academy members is being kept 
by the Publication Committee. Winners will be announced 
at the Atlantic City Assembly. 

GP is proud to announce these awards. It is grateful to 
M & R Laboratories for this generous expression of confi- 
dence in the Academy and its official publication. 

—M.F.C. 


For your patient with smooth muscle spasm 
This superior new R 


Delightfully flavored elixir “Eskaphen B with Belladonna’ provides: 
1. Belladonna All the natural alkaloids 


...to combat his spasm 
2. Phenobarbital — Mild, relaxing sedation 


...to relieve his nervous tension 


3. Thiamine Full therapeutic dosages 
...to help rectify his dietary deficiencies 


Effective in the many spastic conditions of smooth muscle ... of particular value in 


gastro-intestinal spastic conditions. 


Smith, Kline & French Laboratories, Philadelphia 


elixir ESKaphen B win Belladonna’ 


Formuta: Each 5 ce. teaspoonful contains: total natural belladonna alkaloids, 0.2 mg.; pheno- 
barbital, 4 gr. (16 mg.); thiamine, 5 mg. (nearly three times the minimum daily requirement) ; 
alcohol, 15%. Available in 6 fl. oz. bottles. 


*Eskaphen B’ T.M. Reg. U.S. Pat. Off. 
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SIGNIFICANT EVENTS 


Announce Academy 
Insurance Program 


Group Plan Provides 
Substantial Savings 


Prompt Attention 
By Members Urged 


oni insurance plan designed especially for members 
of t the A.A.G.P. Aformal announcement of the program 4m will reach 
all members this week by first-class mail. Full details will 
be sent shortly thereafter. 


The plan has been under examination for some months. Approved 
by the Board of Directors at its meeting in March, the proposal 
was referred to the Finance Committee for final action. After 
careful scrutiny the committee unanimously approved a program 
submitted by the Continental Casualty Company of Chicago. The 
Professional Men's Insurance Company, Inc., of Saint Louis, 
will act as consultants and service the program. They will assist 
the Academy and its members both initially and during the sub- 
sequent operation of the plan, working closely with the Finance 
Committee in administering the details. 


> The uniform rate up to age 70 effects savings for Academy 
members of 30 per cent to 60 per cent compared to the cost of 
ordinary Y individual a1 policies. These substantial savings result 
from the fact that the policies are sold and administered ona 
group basis along wholesale lines. Members will obtain maximum 
possible protection at a very reasonable cost. 


This opportunity to purchase group insurance at reduced 
rates provides an important new benefit to Academy membership. 
Premium savings will pay a member's annual dues several times 
over. Many leading state and county medical societies sponsor 
such plans, several of them with Continental. Though a number of 
national organizations have offered group disability insurance 
to members, the Academy is the first national medical associa- 
tion to announce such a plan. It is an important added service 
for members. 


» In many respects it is believed the Academy plan is superior 
to an any other in operation. The group policy provides. protection 
that is 3 practically incontestable, is not cluttered with exclu- 
sions, does not require house confinement, and does not exclude 
disabilities resulting from pre-existing conditions. Amem- 
ber's insurance cannot be canceled or restricted so long as the 
group plan remains in force until he retires or reaches ege 70. 


In order to make the group plan available as a benefit to the 
majority of members, it is necessary to obtain as high an enroll- 
ment as possible. “The “effective date of the program will depend 
largely upon the promptness with which members complete their 
individual applications. All members are urged to give immediate 
attention to the offer when it is received this month. 
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Magazine Applauds 
Scientific Assembly 


State Societies Act 
On Standardization 


Here and There 
In Fewer Words 


> Watch for a laudatory account of the Academy's Annual Assembly 
in our “our contemporary MEDICAL ECONOMICS this month. In a long 
article scheduled for the June issue the editors pay a high 
compliment to Dr. Thomas Rardin and the members of his Committee 
on Scientific Assembly for the outstanding success of the 
unique program presented at the San Francisco session. 


Dr. Joseph Lindner, Cincinnati, new chairman of the com- 
mittee, is calling a meeting in Atlantic City June 10 to begin 
plans ; for the 1952 program and scientific exhibit. Simul- 
taneously President Sanders “is holding a meeting with chapter 
officers from New Jersey, Pennsylvania, New York, Delaware, 
Maryland, and the District of Columbia to select the General 
Committee on Local Arrangements for the meeting in Atlantic 
City next March 24 to 27. The Executive Committee will meet in the 
same city June 9. 


> Numerous state medical societies holding annual meetings 
this spring have endorsed the Academy's stand on hospital . 
standardization as reported here last month. Though some state 
associations have voted to support the compromise proposal for 
a joint committee representing the A.M.A., A.H.A., A.C.S., 

and A.C.P., it appears that the majority have instructed their 
delegates to back the principle that the A.M.A. should have full 
charge of hospital medical standards. 


All indications point toward extensive debate on the Board 
of Trustees’ recommendation that the House of Delegates approve 
the creation of a joint committee at the Atlantic City session 

ext week. Ther plan has already been approved by the A.C.S. and 
A.C.P., with the A.H.A. scheduled to act at its annual meeting 
next fall. 


& Two Academy members and GP's medical editor are authors of 
recently published books. Former president Stanley Truman's 
THE DOCTOR was published by Williams & Wilkins in March. Dr. 
Aaron Horland is editor of THE MODERN WOMAN'S MEDICAL GUIDE 
by World Publishing Co. Dr. Walter Alvarez' THE NEUROSES was 
announced last month by W. B. Saunders. 


President Sanders is filling a busy speaking schedule... 
has attended three or four state and local meetings each month 
Since taking office. 


President-Elect R. B. Robins has been appointed general 
practice representative on Medical Advisory Committee to 
Hoover Commission. 


Two bills have been introduced in Congress to revive the EMIC 
plan of World War II by Sen. Hubert Humphrey (S. 1245) and Rep. 
Daniel Flood (H. R. 3349). 


U. S. Supreme Court has approved Department of Justice peti- 
tion to review lower court decision dismissing charge of anti- 
trust violation against Oregon Physicians’ Service. 


Maj. Gen. George F. Armstrong succeeded Gen. Raymond W. Bliss 
as Army Surgeon General June l. Dr. W. R. Loveland will succeed 
Dr. Richard Meiling who recently resigned as Chairman of 
Armed Forces Medical Policy Council. 


Respectfully yours, 
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Antacid and antispasmodic action com 

by a local analgesic and mild sedation — 

providing immediate and sustained relief 
the discomforts of: 


_W-T TABLETS in bottles of 100 and 1,¢ 
_ W-T POWDER in 6 av. ounce jars 
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Arobon offers a particularly effective means for the prompt control of acute 
diarrheas in infants and children. Within one to two days after treatment is 
started, stools thicken and lessen in frequency in the majority of patients. 


In a recent study! of 69 patients (two weeks to five years in age) with diarrheas 
due to enteric pathogens and/or virus infection, 47 responded to Arobon therapy 
within 48 hours. An almost identical percentage of responses was obtained in 27 
patients, of similar age range, with parenteral (systemically caused) diarrheas. 
In a second study? including 30 infants (two days to 15 months of age) with 
acute diarrheal disturbances, the stools became formed in 11 infants after one 
day of Arobon therapy and in 12 infants after two days. 


The pronounced anti-diarrheal activity of Arobon, processed from carob 
flour, is due primarily to its high content of lignin as well as pectin. Absorbing 
much water, it forms a bland, smooth, bulky mass in the intestine which elimi- 
nates offending bacteria and toxins with the stools. 


AROBON is indicated in all types of diarrhea in infants and children as well 
as adults. It is prepared for use by simply boiling in water for 2 minute. 
AROBON is palatable and readily accepted. 


1. Kaliski, S. R., and Mitchell, D. D.: Treatment of Diarrhea with Carob Flour, Texas 
State J. Med. 46: :675 (Sept.) 1950. 

2. Smith, A. E., and Fischer, C. C.: The Use of Carob Flour in the Treatment of Diarrhea 
in Infants and Children, J. Ped. 35:422 (Oct.) 1949. 


THE NESTLE COMPANY, INC. 
COLORADO SPRINGS, COLORABO 


SPECIALLY PROCESSED CAROB FLOUR 
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Allergy: Harry L. Rogers, M.D., Philadelphia, Pa.; George 
L. Waldbott, M.D., Detroit, Mich. 


Anesthesiology: John Adriani, M.D., New Orleans, La.; 
Robert A. Hingson, M.D., Baltimore, Md.; Stevens J. 
Martin, M.D., Hartford, Conn.; Charles F. McCuskey, 
M.D., Los Angeles, Calif. 


Aviation Medicine: L. H. Bauer, M.D., Hempstead, L. L., 
N. Y.; Howard K. Edwards, M.D., Miami, Fla. 


Cardiac and Vascular Surgery: Alfred Blalock, M.D., 
Baltimore, Md.; Robert E. Gross, M.D., Boston, Mass.; 
Gerald H. Pratt, M.D., New York, N. Y. 


Cardiology: George E. Burch, M.D., New Orleans, La.; 
C. E. de la Chapelle, M.D., New York, N. Y.; William 
H. Gordon, M.D., Lubbock, Tex.; William J. Kerr, 
M.D., San Francisco, Calif.; Louis B. Laplace, M.D., 
Philadelphia, Pa.; Wallace M. Yater, M.D., Washing- 
ton, D. C. 


Chemotherapy, Antibiotics and Infectious Diseases: Paul 
B. Beeson, M.D., Atlanta, Ga.; John W. Brown, M.D., 
Madison, Wis.; Harry F. Downing, M.D., Chicago, IIL; 
Harry A. Feldman, M.D., Syracuse, N. Y.; Maxwell 
Finland, M.D., Boston, Mass.; Perrin H. Long, M.D., 
Baltimore, Md.; Karl F. Meyer, M.D., San Francisco, 
Calif.; Theodore E. Woodward, M.D., Baltimore, Md. 


Colon and Rectal Diseases: Harry E. Bacon, M.D., Phil- 
adelphia, Pa.; Robert Turell, M.D., New York. 


Deficiency Diseases: Tom D. Spies, M.D., Birmingham, 
Ala. 


Dermatology and Syphilology: Leon Goldman, M.D., 
Cincinnati, Ohio; Paul A. O’Leary, M.D., Rochester, 
Minn.; Donald M. Pillsbury, M.D., Philadelphia, Pa.; 
Richard L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., New 
York, N. Y.; Andrew L. Banyai, M.D., Milwaukee, 
Wis.; Alvan L. Barach, M.D., New York, N. Y.; J. 
Arthur Myers, M.D., Minneapolis, Minn.; Maurice S. 
Segal, M.D., Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. E. 
Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, Jr., 
M.D., New York, N. Y.; Willard O. Thompson, M.D., 
Chicago, IIl. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: T. Grier Miller, M.D., Philadelphia, 
Pa.; Martin E. Rehfuss, M.D., Philadelphia, Pa. 
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General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, 
Mo.; Harold Jeghers, M.D., Washington, D. C.; William 
D. Paul, M.D., lowa City, Iowa; Allison H. Price, 
M.D., Philadelphia, Pa.; Edward Weiss, M.D., Phil- 
adelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, 
M.D., Saint Louis, Mo.; L. Kraeer Ferguson, M.D., 
Philadelphia, Pa.; Willis D. Gatch, M.D., Indianapolis, 
Ind.; Harris B. Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, 
Ohio; Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Atlantic City, 
N. J.; Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake 
City, Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; 
George T. Pack, M.D., New York, N. Y.; Dr. Edith H. 
Quimby, New York, N. Y.; I. Snapper, M.D., New 
York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; R. Glenn Spurling, M.D., Louisville, 
Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, IIl.; 
Thaddeus L. Montgomery, M.D., Philadelphia, Pa.; 
Emil Novak, M.D., Baltimore, Md.; Ernest W. Page, 
M.D., San Francisco, Calif.; Richard W. Te Linde, 
M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, II1.; 
V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, 
Ill.; Ralph K. Ghormley, M.D., Rochester, Minn. 
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: . . new oral penicillin 
fully effective 
in 3 to 4 doses daily 


DRAMCILLIN-250 


250,000 units* in a teaspoonful. Pleasant tast- 
ing. In adults, 500,000 units given at 6 to 
8 hour intervals is effective, avoids interruption 
of sleeping and eating schedule and maintains 
fully adequate blood levels. In infants under 
one year, half the above dosage is suggested. 
60 cc. bottles 3,000,000 units.* 


also: 
WHITE'S DRAMCILLIN — 100,000 units* in a teaspoonful 


WHITE’S DRAMCILLIN WITH TRIPLE SULFONAMIDES — 100,000 units* plus 0.5 Gm. mixed 


sulfonamides in a teaspoonful 


WHITE’S DROPCILLIN — 50,000 units* in a dropperful 


*Buffered Penicillin G Potassium 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Kenilworth, N. J. 


GP @ Volume Ill, Number 6 


: 
NO 
ied 
F 
: 
> 


(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Henry Bakwin, M.D., New York, N. Y.; 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald L. 
Hoyne, M.D., Chicago, Ill.; Irvine McQuarrie, M.D., 
Minneapolis, Minn.; James L. Wilson, M.D., Ann 
Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, 
M.D., Indianapolis, Ind.; Charles E. Dutchess, M.D., 
New York, N. Y. 


Physical Medicine and Rehabilitation: Frank H. Krusen, 
M.D., Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cincin- 
nati, Ohio; Harold Gold, M.D., New York, N. Y.; John 
C. Krantz, Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. 
Beelman, M.D., Topeka, Kan.; John E. Gordon, M.D., 
Boston, Mass.; Edward G. McGavran, M.D., Chapel 
Hill, N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; 
D. E. Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., 
Philadelphia, Pa.; Charles D. Aring, M.D., Cincinnati, 
Ohio; William C. Menninger, M.D., Topeka, Kan.; 
Herbert S. Ripley, M.D., Seattle, Wash.; Edward A. 
Strecker, M.D., Philadelphia, Pa.; Harold Wolff, M.D., 
New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; 
Ross Golden, M.D., New York, N. Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.D., 
Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson 
Brown, M.D., Washington, D. C.; W. Paul Holbrook, 
M.D., Tucson, Ariz.; John H. Talbott, M.D., Buffalo, 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 

Tropical Medicine: Joseph S. D’Antoni, M.D., New 
Orleans, La.; William A. Sodeman, M.D., New Orleans, 
La. 

Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 

Virus and Rickettsial Diseases: John H. Dingle, M.D., 


Cleveland, Ohio.; Hobart A. Reimann, M.D., Philadel- 
phia, Pa. 


ditions. 


HEAT .. instantly. constantly... 


INDICATIONS —Subacute and chronic traumatic and inflammatory con- 
Contusions and muscle strains, 
tenosynovitis, sprains, dislocations and fractures. 


constructed to stand hard, 
usage, the Sollux Lamp is mounted on four 
casters for easy portability and features a 
terraced aluminum hood that adjusts to any 
desired position and eliminates hot spots. 
Equipped with a 500 Watt Bulb or 600 
Watt Element. 


traumatic synovitis and 


Chemical & Mfg. Co., Dept. GP-6-51 
Newark 5, N. J. 
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HYPODERMOCLYSIS 


Lyophilized 


*Trade Mark 


with WYDASE 


Hyaluronidase 


Wyeth 


without WYDASE 


For speedy absorption of fluids in 
hypodermoclysis. Prevents pain from 
stretching of tissue—nontoxic and 
apparently nonallergenic. 

For More Complete and Widespread 
Local Anesthesia—fewer injections 
of local anesthetics required. 
Wypast in dry form is stable indef- 
initely; keeps in sterile solution for 
2 weeks—refrigeration unnecessary. 
SuppuieD: Vials of 150 and 500 
turbidity reducing (TR) units. 


Wipeth Incorporated + Philadelphia 2, Pa. 
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pP Chis Month’s Authors 


David H. Allen M.D., 


a graduate of the University of Tennessee College of Medicine, is a radiologist for the 
Wichita General Hospital and Bethania Hospital, both in Wichita Falls, Texas. After 
graduation, he served a rotating internship and a nine-month residency in internal medi- 
cine at Baylor University Hospital in Dallas, followed by a three-year period as an x-ray 
resident in the Presbyterian Hospital of the City of New York. Dr. Allen is also a Con- 
sultant in Radiology to the Air Force. Photography is his favorite hobby. At the present 
time, he is building miniature reproductions of some historic cars. 


Winchell McK. Craig, M.D., 


is Head of the Section of Neurological Surgery of the Mayo Clinic. Following gradua- 
tion from Johns Hopkins Medical School, he served internships at New Haven Hospital 
and Roosevelt Hospital, New York, and St. Agnes’ Hospital, Baltimore. From 1937 until 
1941, he was a Professor of Neurosurgery at the Mayo Foundation. During World War 
Il, Dr. Craig held the rank of rear admiral in the Medical Corps of the Navy, and in 
1946, returned to the Mayo Clinic to practice neurologic surgery and to teach in the 
Mayo Foundation. He is on the editorial staff of the Journal of Neurosurgery. 


Sara S. Hawk, M.D., 


a psychologist and speech consultant in Los Angeles, was formerly Visiting Associate 
Professor in Psychology, Scripps College and Claremont College, Claremont, California. 
Dr. Hawk lectured in Speech and Psychology at the University of Southern California 
until 1944. Since her retirement from Scripps in 1950, she has been doing psychologic 
and speech work for the State Department of Rehabilitation. She is a past associate editor 
of the Journal of Speech Disorders and the Quarterly Journal of Speech, and a past presi- 
dent of the American Speech and Hearing Association. 


Bret Ratner, M.D., 


is Professor of Clinical Pediatrics (Allergy) and Associate Professor of Immunology at 
the New York Medical College; Director of Pediatrics of Sea View Hospital for Tuber- 
culosis; and Attending Pediatrician at Flower and Fifth Avenue Hospital. Dr. Ratner has 
contributed numerous articles to the medical literature and is the author of Basic Principles 
and Practice of Allergy, which was published in 1943. He is listed in Who’s Who in 
America and American Men of Science. His spare time is devoted to clinical research and 
writing. Another hobby is music, in which field he is an accomplished cellist. 


Donald B. Slocum, M.D., 


practices orthopedic surgery in Eugene, Oregon. He was graduated from the University 
of Oregon Medical School and served a rotating internship at the Multnomah County 
Hospital in Portland. Following a residency at the State University of Iowa, he was af- 
filiated with the Willis C. Campbell Clinic, Memphis, Tennessee. Dr. Slocum, who re- 
ceived a master’s degree in orthopedic surgery from the University of Tennessee College 
of Medicine in 1939, is Chief of Staff, Sacred Heart General Hospital, Eugene. He is the 
author of An Atlas of Amputations, which was published in 1949. 
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{ broad 
antimicrobial 


spectrum 


staphylococci 
streptococci 


pneumococci 


gonococci 
...tn ocular 
Koch-Weeks bacillus 
Morax-Axenfeld diplobacillus 
Friedlander’s bacillus 

E. coli 


A. aerogenes 


infections 


ide clinical 


range: 


conjunctivitis 
blepharitis 


j CRYSTALLINE 

a amvcin 
keratitis HYDROCHLORIDE 
hordeola for topical use only- Ophthalmic Ointment 
dendritic ulcer 


corneal ulcer 

epiphora secondary to 
conjunctival infection 
preoperative prophylaxis 
trachoma 


A suspension of Crystalline Terramycin Hydrochloride in a 
petrolatum base. One Gm. of ointment provides 1 mg. of 
Ferramycin hydrochloride. Available in tubes containing 14 oz. 


CRYSTALLINE 
HYDROCHLORIDE 


Supplied as a dry mixture of Crystalline Terramycin Hydro- 
chloride and a sodium borate-sodium chloride buffer for 
preparation of topical solutions. Each 5 cc. vial provides 25 
mg. of Terramycin to be dissolved in 5 cc. of Water for Injec- 
tion, U.S.P. Solutions are isotonic with lacrimal fluid and 


buffered to pH 8.2. 


In deep-seated and systemic infections, local treatment is 
recommended as an adjunct to oral Terramycin therapy. 


Antibiotic Division 
CHAS. PFIZER & CO., INC. 
Brooklyn 6, N.Y. 
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dosage: millionths of a gram... 
response: millions of red blood cells 


Rubramin 


SQUIBB VITAMIN B12] 
e an aqueous solution 
e protein-free 


e relatively painless on injection 


e safe — even for patients allergic 
to liver extract 


standardized in vitamin B,, activity 


Rubramin offers specific therapy. . . 


for gastrointestinal 
response 


for neurologic 
response 


for hematologic 
response 


The Squibb RUBRA Family 


See following page for formula, dosage and supply for Rubramin... 
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SQUIBB 


Effective therapy for the common anemias... 


Vitamin Bre 


Folic Acid 


Iron 


Vitamin C 


Rubramin Rubrafolin Rubraton Rubraferate 
per ce. per capsule per teaspoonful per capsule 


15,30 &50 micrograms 25 micrograms 4.17 micrograms 4.17 micrograms 


1.67 milligrams 0.28 milligram 0.28 milligram 


220 milligrams 130 milligrams 
ferric ammonium ferrous sulfate 
citrate exsic. 


50 milligrams 


Therapeutic 
Dosages 


Maintenance 
Dosages 


15 to 30 micrograms 
daily for a week or 
more; when neuro- 1 or 2 capsules 2 teaspoonfuls 2 capsules 
logic involvement is daily Lid. 
present, 50 micro- 
grams or more daily. 


Generally, 30 to 50 
micrograms twice a 
month; when neuro- . 1 teaspoonful 
logic involvement is 1 capsule daily tid. 

present, 50 micro- 
grams a week. 


Supply 


1 ce. ampuls, 15 & 30 
micrograms per 
ampul. 5 & 10 ce. Bottles of 100 Pint Bottles Bottles of 100 
vials, 30 micrograms 
per cc. 10 ce. vials, 
50 micrograms per cc. 


Also available: Solution Rubramin Crystalline (Squibb Crystalline Vitamin B,, Solution) in 1 cc. ampuls, 15 
micrograms of crystalline vitamin B,, per ampul, and 10 cc. vials, 30 micrograms of crystalline vitamin B,, per cc. 


Note: The above are average doses. With all antianemia preparations, dosages must be adjusted to meet the needs 


of the individual patient. Because of the serious nature of the disease, true Addisonian pernicious anemia should 
be treated with Rubramin Squibb Vitamin B,, parenterally. 


“RUBRAMIN’ IS A REGISTERED TRADEMARK AND ‘RUBRAFOLIN’, “RUBRATON’ AND ‘RUBRAFERATE’ ARE TRADEMARKS OF E. R. SQUIBB & SONS 


Please check samples and literature you desire. Then mail in your 
envelope to E. R. Squibb & Sons, 745 Fifth Ave., New York 22, N. Y. 


Ts 


Rubramin oO 
Rubrafolin O 
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Rubraferate O 


NAME 


ADDRESS 


CITY 


.. See preceding page 
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RUBRAMIN 


RUBRATON 


The Squibb RU BRA Famil 
e Squi J eA Family | 


When anemia is on a nutritional basis... 


“critical points’’ of red blood cell production 


Megaloblast stage Normoblast stage 
Critical Point Critical Point 
Both vitamin By and folic acid are neces- Adequate iron is necessary for normal divi- 
sary for blood formation at the megaloblast sion and growth of normoblasts and forma- 
stage. Neither will produce a therapeutic tion of hemoglobin.” Abundant vitamin C 
response in the absence of the other.’ is necessary for normoblast maturation.’ 


RU BRAFERATE 
Squibb Biz, Folic Acid, Iron and C Capsules 


Supplies four fundamental factors in red 
blood cell production 


RUBRATON 
Squibb Biz, Folic Acid and tron Elixir 


A potent, well tolerated hematinic in an 


elixir that tastes good 


BRAFOLIN 


Squibb Vitamin Biz and Folic Acid Capsules 


When both vitamin B,, and folic acid are 
necessary for normal erythropoiesis 


. Luhby, A. L., and Wheeler, W. E.; 
Health Center J. (Ohio State Univ.) 
3:1, Dec. 1949. 

Haden, R. E.: Principles of Hema- 
tology, ed. 3, Philadelphia, Lea & 
Febiger, 1946, p. 31. 

. Doan, C. A., and Wright, C. S., M. 
Clin. North America, 33:541, 1949. 
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SEVETOL" 


High: Potency Multivitamin 
Capsules 

Potent 

Unusually complete 
Well-balanced formula 
Supplied: Bottles of 100 


CAPSULES 


IRONATE” 


lron-Vitamins-Liver 


For your obstetric and other patients 
who require a “heavy duty” hematinic 
Iron, copper, B vitamins (including 
a substantial amount of B,,), vitamin 
C, and dried liver. 

Supplied: Bottles of 100 


Vitamin-Mineral Capsules 


Sry, A comprehensive vitamin-mineral 
formula to help maintain ade- 
quate dietary supplementation. 
Excellent for obstetric and geriat- 
ric patients. 

Supplied: Bottles of 100 


WYETH INCORPORATED 
Philadelphia 2, Pa. 
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No one appreciates will-power more than the obese patient on a 
reducing diet. With all the high-caloric temptations that constantly beset obese people, 
supplemented will-power is really required to resist food. 


OBOCELL, a new therapeutic substitute for will-power, is based upon the newer 
concepts of hunger and appetite. Each Obocell tablet supplies (1) the widely 
accepted appetite-curbing action of dextro-amphetamine phosphate, 
PLUS (2) the well recognized bulking action of methylcellulose, a non-nutritive 
material that suppresses bulk hunger by filling the intestines. 


Composition: Each tablet contains Dextro-Amphetamine Phosphate, 5 mg.; Methylcellulose, 
150 mg. Supplied: Bottles of 100, 500, 1000 at prescription pharmacies everywhere. 


Literature and Samples on Request. 


IRWIN, NEISLER & COMPANY © DEPT. GP. * DECATUR, ILLINOIS 
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Yours Cruly.. . 


All Aboard 1952 


Dear Sir: 

We, the undersigned, are members of the A.A.G.P. spe- 
cial Assembly train. 

We heartily recommend that a special train be arranged 
for the A.A.G.P. Scientific Assembly every year. The tour 
has been extremely well planned and all details well ex- 
ecuted. 

We are having a wonderful time and are anxiously 
looking forward to a Lee Kirkland tour next year. 

The following are the names of those remaining on the 
train after leaving Grand Canyon: 


Dr. and Mrs. S. B. Nelson, Chicago, Ill.; Dr. and Mrs. 
Bruno Warschauer, Milwaukee, Wis.; Dr. and Mrs. Magin 
Davidson, Brookings, $. D.; Dr. and Mrs. S. E. Dittmer, 
Kouts, Ind.; Dr. and Mrs. T. D. Elbe, Thiensville, Wis.; 
Dr. and Mrs. G. A. Galvin, Ithaca, N. Y.; Dr. and Mrs. 
R. G. Edwards, Kewaskum, Wis.; Dr. A. H. Horland, 
Newark, N. J.; Dr. and Mrs. Arnold J. Lee, Carthage, 
N. Y.; Dr. and Mrs. Alfred A. Wade, Howe, Ind.; Dr. 
and Mrs. M. V. Overman, Neillsville, Wis.; Dr. and Mrs. 
F. M. Doyle, Kalamazoo, Mich.; Dr. and Mrs. J. G. Glad- 
den, Harrison, Ark.; Dr. and Mrs. G. N. Petroff, Pontiac, 
Mich.; Dr. and Mrs. E. H. Grumke, Madison, Wis. 

Dr. and Mrs. Russell J. Caton, Bucyrus, Ohio; Dr. and 
Mrs. George M. Emery, Ashland, Ohio; Dr. and Mrs. L. 
H. Jacques, Lone Tree, lowa; Dr. and Mrs. Edwin R. 
Connors, Bridgeport, Conn.; Dr. T. J. Nereim, Madison, 
Wis.; Dr. and Mrs. J. L. Walker, Clarkesville, Ga.; Dr. 
and Mrs. D. F. Hoyt, Pontiac, Mich.; Dr. and Mrs. E. L. 
Kalbfleisch, Newton, Kan.; Dr. and Mrs. J. L. Mills, 
Winnebago, Minn.; Dr. and Mrs. H. L. Bacon, Bryson 
City, N. C.; Dr. and Mrs. J. L. Patterson, Logan, W. Va.; 
Dr. and Mrs. F. G. Swartz, Traverse City, Mich.; Dr. and 
Mrs. D. R. McDevitt, Indianapolis, Ind.; Mr. Lloyd G. 
Potter and family, Philadelphia, Pa. 

Dr. and Mrs. E. A. Samuelson, Kansas City, Mo.; Dr. 
and Mrs. John S. Reardon, New Rochelle, N. Y.; Dr. B. 
P. Graber, Barrington, Ill.; Dr. and Mrs. Charles E. 
Moehlenkamp, Evansville, Ind.; Dr. and Mrs. W. P. 
Green, Chicago, Ill.; Dr. and Mrs. T. R. Young, Mt. 
Carmel, Ill.; Dr. and Mrs. E. T. Harrington, Milwaukee, 
Wis.; Dr. and Mrs. J. E. Aten, Canton, Ohio; Dr. and 
Mrs. W. H. Marsden, Madison, Wis.; Dr. and Mrs. A. 
F. Tessier, Milwaukee, Wis.; Dr. and Mrs. D. C. Snyder, 
De Witt, Iowa; Dr. and Mrs. Irvin E. Huckleberry, Salem, 
Ind.; Dr. and Mrs. Anthony J. Vitale, St. Louis, Mo. 
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LETTERS FROM OUR READERS 


More About lleostomy 
Dear Dr. Alvarez: 


I cannot help writing you a note about your answer 
to a question about ileostomy for a patient with chronic 
ulcerative colitis, that appeared on page 87 of the Decem- 
ber issue of GP. 

I think the pessimistic attitude that you have taken 
about surgery in these cases is not justified. I would agree 
that ileostomy or any surgery should be avoided if pos- 
sible in cases of chronic ulcerative colitis; but I think it 
must be recognized that surgery is necessary to change 
these people from semi-invalidism and nonproductiveness 
to people who are able to live normal lives socially, eco- 
nomically, and even physiologically. 

The fact that ileostomy alone was not successful in ob- 
taining completely satisfactory results in ninety cases, as 
cited by you in the article from Dr. Brown, does not con- 
demn the operation; as a matter of fact, we look upon ile- 
ostomy as a first stage of a colectomy because, in my ex- 
perience, very few of these patients are cured until the 
diseased bowel is removed. 

It is quite true that many of these patients have to have 
their colon removed at a later date, and that there are com- 
plications which may result from such an operation; but 
to say that the operation of colectomy for ulcerative colitis 
is dangerous is quite a statement. As a matter of fact, I 
have found that colectomy is much less dangerous than is 
ileostomy. In our own series of some sixty-five patients op- 
erated on since 1946, we have not had a single death from 
any of the more radical operations in which the colon was 
removed; we have had three deaths in patients in whom 
a simple ileostomy was performed. The point is that it 
is the disease which kills these patients, not the operative 
procedure. 

I think it should be emphatically stated that ileostomy 
and colectomy are the only methods by which many of these 
patients can be rehabilitated; and I have no hesitancy in 
saying that the complete transformation that these patients 
undergo following ileostomy and colectomy is one of the 
most dramatic that one can see in medicine—they are 
transformed from anemic, emotionally unstable, nonpro- 
ductive, insecure individuals to patients who can live a 
normal, pleasant, happy life. Of my patients, I have had 
at least twelve who have married since their ileostomy and 
colectomy, one of whom has had two children; and prac- 
tically all of them are living normal, useful lives. 

I would also like to say something about the Dragstedt 

(Continued on page 21) 
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for infants and children, and adults 


who prefer liquid iron medication 


Feosol Elixir is eagerly accepted 
| because it is so highly palatable. 

Fe @) S Oo t x } r (When prescribed for infants and 

2 ; See children, it should be given with water, 


fruit or vegetable juices.) 


;.. is easily tolerated because it 
contains ferrous sulfate, the iron salt 
least likely to cause gastro-intestinal upset. 


... ts highly effective because ferrous sulfate 
is the most readily assimilated form of oral iron. 


Each 2 fluid drams (2 teaspoonfuls) supplies 5 grains 
ferrous sulfate—the approximate equivalent of 1 Feosol tablet. 


Smith, Kline & French Laboratories, Philadelphia 


‘Feosol’ T.M. Reg. U.S. Pat. Off. 


liquid iron 
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(Continued from page 19) 
type of spigot ileostomy. My experience with this type of 
ileostomy has not been as happy as the one that you cite 
from Dr. Black of the Mayo Clinic. This former type of 
procedure is likely to be followed by constriction of the 
ileostomy, necessitating frequent further plastic proced- 
ures. The most satisfactory care of the ileostomy, in my 
experience, is to be obtained by the use of a “Rutzen” 
bag, which can be cemented to the skin and which col- 
lects the secretions without irritating the abdominal wall. 

L. Krazer Fercuson, M.D. 
Philadelphia, Pennsylvania 


Upon receipt of this letter, GP’s medical editor sought 
additional opinions on ileostomy and received in reply the 
following comments: 


Dear Dr. Alvarez: 

It has been my experience with ileostomies and colos- 
tomies of all types that for the first year or so after the op- 
eration it is advisable to teach the patients to dilate the 
lumen daily by means of a gloved finger. With this, the 
tendency of the connective tissue to contract is usually 
overcome, and with little further care the ileostomy usually 
remains satisfactory. 


Lester R. Dracstept, M.D. 
Chicago, Illinois 


Dear Dr. Alvarez: 


Years ago, ileostomy was performed for three groups of 
patients with ulcerative colitis: (1) those seriously ill per- 


sons with an acute fulminating disease, (2) those with an 
apparently intractable type of disease and, (3) those with 
complications, such as stricture, polyp formation, perfo- 
ration, extensive perirectal abscesses, fistula formation, de- 
velopment of cancer, and occasionally, uncontrollable 
hemorrhage. 

With growing experience, all physicians having to do 
with the management of these cases have accepted ileos- 
tomy and subsequent colectomy as the treatment of choice 
in the third group of patients. The second group has 
steadily decreased in size. This decrease has depended 
largely on the experience and patience of the physician 
and upon the good sense and determination of the pa- 
tient. The first group has also become smaller and smaller, 
and only occasionally now does one see a case in which 
the patient does not respond well to medical management. 
The patients can be very ill but they are apt to recover 
after prolonged medical treatment. More often than not, 
they remain well. 

I agree that when ileostomy is performed, one should 
plan to follow it later with a colectomy. 

In my opinion, in the last few years, the most worth- 
while advance made in surgery for the relief of chronic 
ulcerative colitis and its complications has been the de- 
velopment of the skin grafted, spigot-type of ileostomy. 
This operation can transform a person so that he is fairly 
comfortable. With the spigot he can take care of the in- 
testinal discharges easily and without the production of 
irritation of the skin around the stoma. My feeling is that 
the complications associated with this type of operation 
(Continued on page 23) 


A Richer Source of Calcium 


CONTAINING THE NEW CALCIUM SALT— 
CALCIUM LEVULINATE—w/ VITAMINS 


% Richer in assimilable calcium (13.1%) 
* Chocolate flavored—No chalky taste 
* Non-irritating—No side effects 


@ EACH TABLET CONTAINS 


INDICATIONS 


DOSAGE 
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Calcium Levulinat 4gr. Tetany 
Vitamin B; (Thiamine) 0.5 mg. Arthritis 
Vitamin C (Ascorbic Acid) ........ 10 mg. Skin Conditions 


Vitamin D (Steenbock) 250 U.S.P. Units 


Prophylactic—1 tablet t.i.d. 
Therapeutic—2-3 tablets t.i.d. 


WILCO LABORATORIES 


800 N. Clark St. 


Muscular Fatigue 

Bone Fractures 
Parathyroid Deficiency 
Pregnancy and Lactation 


Chicago 10, Ill. 


Send for 
sample and 
literature 
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card. 
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save time for the Physician’ 


save money for the Patient’ 


When placed in the natural pocket between gum fortably into the buccal pocket, they do not pro- 
and cheek, Linguets dissolve at a rate closely mote salivation and frequent swallowing. 
approximating that of absorption of the hormone The use of Linguets thus makes possible satis- 
by the oral mucosa. The drug passes directly into factory therapeutic response with low dosages. 
the systemic circulation and initial inactivation in “Manifestly, this represents a great financial 
the gastrointestinal tract and the liver is avoided. saving to the patient ...”' and “reduces the office 
The efficiency of Linguets is augmented by their load on the busy practicing physician.”? 2/1651» 
unique design. Shaped to fit securely and com- 1. Escamilla, R. F.: Am, Praetitioner 3:425, March, 1949 

2. Lisser, H., et al.: Postgraduate Med, 8:393, November, 1950 


Lutocvlol 


LINGUETS LINGUETS 


anhydrobydroxyprogesterone 
10 mg., yellow 


methy!testosterone 
5 mg., white—10 mez., yellow 


“Elicylol Percorten 


LINGUETS LINGUETS 


ethinyl! estradiol desoxycorticosterone acetate 
0.5 mg., pink 2 mg., green—5 mg., tan 
*For treating prostatic carcinoma only 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N, J. 
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(Continued from page 21) 
are infinitesimal compared with those which we used to 


see with ileostomies of the old type. J. A. Barcen, M.D. 
Rochester, Minnesota 


Dear Dr. Alvarez: 

In my experience, the new skin-grafted type of iliac 
stoma has eliminated the need for those minor plastic pro- 
cedures which formerly were needed shortly after the mak- 
ing of the old type of stoma. The skin grafting practically 
eliminates both prolapse of the bowel and the retraction 
which were major complications of the old type of stoma. 
The spigot form is lasting, and it permits the use of any 
type of appliance. It eliminates the need for an adhesive 
between the appliance and the skin. 

However, in several cases, constant trauma to the stoma 
inflicted by the usual appliance, and perhaps irritation 
from the ileal contents have produced changes in the 
grafted stoma which have necessitated the making of a 
second one. I think it possible that this difficulty can be 
prevented by the application of thicker grafts to the short 
segment of projecting ileum. Today I am using the thick- 
est possible skin graft in an effort to avoid this complica- 
tion. I have a feeling that the stenosis which has formed 
in some of these cases was the result of the use of grafts 
which were too thin. 

I am still of the opinion that the spigot operation is an 
incredible improvement upon the old one. It represents an 
extremely important advance in bowel surgery. 

B. Marven Brack, M.D. 
Rochester, Minnesota 


Regulate cardiac output...more precisely 


Digitaline Nativelle provides positive maintenance — 


Honorary Member 
Dear Mr. Cahal: 
I can’t tell you how grateful I am to have been con- 
sidered worthy of honorary membership in the American 
Academy of General Practice. As I am sure you know, I 
have felt from its inception that this organization could 
play an enormous and unique roll in elevating the quality 
and character of yeneral practice in America. The past few 
years have only served to strengthen this opinion, and I feel 
privileged to be officially connected to such an enterprise. 
Frankuin D. Murpny, M.D., Dean 
University of Kansas Medical Center 
Kansas City, Kansas 


Display of Enthusiasm 
Dear Sir: 

It was a great pleasure for me to be invited to take 
part in your meeting in San Francisco. I attended all the 
meetings and I was greatly benefited by the papers that 
were read before the Assembly. 

I have been to many meetings but I have never seen 
the enthusiasm that was shown at your meeting. I also 
visited the scientific and commercial exhibits and I have 
never seen such co-operation from those in charge as was 
shown in San Francisco. 

I enjoyed my trip, although I did not get around to 
see the sights as I would have liked, but devoted my time 
to the meeting of the Academy. I am glad I did this be- 
cause it was most instructive to me. 

Mims Gace, M.D. 


New Orleans, Louisiana 


positive because it is completely absorbed and uniformly 
dissipated. It affords full digitalis effect between doses. 
Because the non-absorbable glycosides, so frequently 


causing gastric distress, are eliminated, untoward side 


reactions are rare. 


digitaline 
nativelle 
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Physicians’ Desk Reference 


Chief active principle* of digitalis purpurea (digitoxin) 
*not an adventitious mixture of glycosides 
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g Send for brochure, “ Modern Digitalis Therapy” 
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Surmounting Seasonal Allergy... 


The treatment of seasonal allergy, one of the greatest fields of 
usefulness for antihistamine therapy,’ can be provided 

with success and greater tolerance with Neohetramine. 
Relief was afforded by the drug in 86.0% of cases with 

hay fever in one series,’ in 71.7% in another series,° in 63.8% 
in a third,‘ and in 68% of cases with allergic rhinitis and 

hay fever in another group.’ ¢ Neohetramine is one of the safest 
of the antihistamine drugs. Offering both a low incidence and 

low degree of side effects,'”* it may often be used even in cases 
intolerant to other antihistaminic agents.’ Yet the usefulness 

of Neohetramine is clinically equivalent to that of other 
preparations. Average dosage is 50 mg. to 100 mg. two to four 
times daily depending on response, the severity of symptoms, 

and the number of allergens present. A 25 mg. tablet is provided 
for children. @ For patients who have difficulty swallowing 
tablets, for precision in dosage, or for use as a vehicle, the 
physician may prescribe palatable Syrup Neohetramine, which 
provides 6.25 mg. Neohetramine per cc. @ Cream Neohetramine 
2°c, employed in the treatment of pruritic dermatoses, affords 

the local action of the drug; and, by relieving pruritus, promotes 
more rapid healing by reducing trauma and secondary infection 
incident to scratching. @ Professional samples of Neohetramine 
tablets, syrup and cream will be sent upon request. 


References: 

1. Bernstein, T. B. and Feinberg, S. M.: J. Allergy 19:393 (Nov.) 1948. 2. Criep, L. H. and 
Aaron, T. H.: J. Pediatrics 34:414 (April) 1949. 3. Editorial: Eye, Ear, Nose & Throat 
Monthly 30:150 (March) 1951. 4. Friedlaender, S. and Friedlaender, A. S.: Am. Practitioner 
2:634 (June) 1948. 5. Friedlaender, S. and Friedlaender, A. S.: J. Lab. & Clin. M 

33:865 (July) 1948. 6. Sehwartz, E.: Ann. Allergy 7:770 (Nov.-Dec.) 1949. 


NEPERA CHEMICAL CO., INC... YONKERS, N. Y. 


Pharmaceutical Manufacturers 


for effectiveness... 
for tolerance ... 


— Ne ohetr amine 


HYDROCHLORIDE 


Brand of thonzylamine hydrochloride, N, N dimethyl-N’p-meth- 
oxybenzyl-N’ (2-Pyrimidyl) ethylenediamine monohydrochloride. 


Neohetramine is marketed exclusively to physicians. It is an original and ex- 
clusive development of Nepera Chemical Company, Inc: — an organization de- 
voted to the development and manufacture of fine pharmaceutical products, 
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COLO GE 


(METHYLCELLULOSE, LILLY) 


—is a particularly palatable bulk laxative. 
enhances the natural reflex that increases peristalsis of the colon. 
—is a bland, nonirritating preparation that causes no dehydration. 


—is completely safe. “Cologel’ lacks the danger of producing an esophageal obstruc- 
tion, and the possibility of an intestinal impaction following its use is minimized. 


—is indicated for the treatment of chronic or acute constipation of adults and 
children in the absence of organic diseases. 


Average adult dose: One to four teaspoonfuls with a full glass of water three times 
daily. 


How supplied: In 8-ounce and one-pint bottles. 


AA NIVERSAMY 


Eli Lilly and Company + Indianapolis 6, Indiana, U.S.A. 
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Editorials 


Assembly Appraisal 


A provocarTIvE scientific program presented in San 
Francisco last March administered the coup de 
grace to the outmoded postgraduate courses forced 
on general practitioners in recent years. A “critique 
sheet” furnished conclusive proof of the striking ac- 
complishment of the 1951 Scientific Assembly of 
the American Academy of General Practice. 

This form, designed to measure reactions to the 
new-type program, was completed by more than 
ten per cent of the nearly 2,000 doctors who reg- 
istered. Of 227 responses received, there were only 
11 dissenters on the usefulness and effectiveness of 
the program presented. 

What kind of a program was this? Briefly stated, 
it was predicated on the basic principles that general 
practitioners as family doctors must know much 
about the modern American family and its prob- 
lems; that general men need to be intimately fa- 
miliar with the essentials of diagnosis and manage- 
ment of all types of disorders; that as family physi- 
cians, each general practitioner must have an aware- 
ness of his role in today’s complex society; and that 
a general practitioner needs a wealth of information 
presented in capsule or nugget form. 

On two days, panel discussions followed a series 
of co-ordinated teaching periods. An overwhelming 
majority of those polled preferred this to a program 
of separate and unrelated lectures. With few ex- 
ceptions, the critique sheets indicated approval of 
the extensive use of training aids, such as slides and 
movies. The film on hand surgery, which Dr. L. 
D. Howard, Jr., of San Francisco prepared espe- 
cially for this meeting, was singled out as a superb 
example of the efficacy of such presentations. 

Of the twenty teaching periods, “Therapeutic 
Nuggets,” consisting of five 10-minute talks on 
what is new and practical in the mangement of 
various disorders, proved to be the most valuable 
single session to the most doctors. Next in benefit 
came the panel on “Counseling Factors in Family 
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Life,” Office Neurology,” “The Care of the Dying,” 
and “Our Geriatric Patients,” in that order. Four of 
these are subjects ignored by previous program 
planners. 

The Program Committee, under the chairman- 
ship of Dr. Thomas E. Rardin, made a solid selec- 
tion of speakers who were real teachers. This was 
borne out by the fact that every participant in this 
year’s program received recommendations as a 
speaker for future Assemblies. 

Fractures, gynecology, obstetrics, urology, ab- 
dominal surgery, and heart disease stood at the fore- 
front of subjects general practitioners wanted cov- 
ered on future programs. The suggestions offered 
in the critique sheets will be carefully considered 
by subsequent program committees. Such a cross- 
section of opinion should prove an invaluable guide. 

The general practitioner has demonstrated that 
with proper organization he can develop educational 
programs that relate specifically to his practice as a 
family physician. For too many years specialists and 
medical educators have planned his postgraduate 
courses for him. It took general practitioners to fill 


the bill. 


Prevention of Cancer 


THE great majority of patients consult their family 
doctor first, and most of them will consent to a 
complete physical examination if the advisability 
for it is explained to them. The doctor should be as 
thorough as necessary to make the correct diagnosis, 
and at the same time to look for signs of early can- 
cer and to detect precancerous lesions. A careful 
history should be taken and recorded with special 
reference to abnormal bleeding, loss of weight, and 
weakness which might point towards internal ma- 
lignancy. The patient and his family soon realize 
that the doctor is interested in them and are glad 
to co-operate in any special examinations which 
are indicated. 

Perhaps the commonest precancerous lesion in 


j 


women is chronic endocervicitis. Coagulation with 
surgical diathermy results in prompt cure, and ef- 
fectively prevents cancer. Suspicious lesions should 
be biopsied. Carcinoma of the body of the uterus or 
of the ovaries should be thought of when menstru- 
ation is irregular or prolonged, or recurs after hav- 
ing stopped for several months or years in a meno- 
pausal woman. Careful bimanual examination fol- 
lowed by diagnostic dilation and curettage is 
strongly indicated in such a case, including exami- 
nation of the uterine scrapings by a pathologist. 

Another precancerous lesion is leukoplakia of the 
lips, tongue, or gums, and of the anus; of the vulva 
and cervix in the female; and of the prepuce and 
glands in the male. Fissures in leukoplakic areas 
often become cancerous. The treatment for leu- 
koplakia in any site is destruction with surgical di- 
athermy, or complete excision and biopsy in more 
serious Cases. 

In older patients the skin should be carefully 
inspected, especially the face, ears, neck, and hands, 
for precancerous and early cancerous lesions such 
as senile keratosis, cutaneous horns, seborrheic 
keratosis and pigmented nevi and basal-celled can- 
cers. Any nodule or ulcer which appears on healthy 
or diseased skin should be destroyed by surgical 
diathermy, or widely excised and examined by a 
pathologist, or treated with radium or x-rays when 
indicated for cosmetic or other reasons. All such 
lesions must be carefully observed at frequent in- 
tervals to observe the earliest recurrence, should 
such take place. 

If urinalysis shows gross or microscopic blood, or 
there is a history of hematuria, a radiographic study 
of the genitourinary tract is indicated to rule out 
renal, ureteral, or vesical calculi. If none are found, 
cystoscopy is indicated to find the source of the 
bleeding. Early diagnosis is especially necessary in 
cases of renal or vesical neoplasms. The prostate 
should be palpated; its size and consistency, and 
the presence or absence of nodules should be noted: 
and the prostatic secretion should be examined 
microscopically. 

In every physical examination the breasts should 
be palpated and inspected, and a female patient 
should be taught to examine her own breasts once 
a month. Every suspicious tumefaction should be 
promptly removed for biopsy and, if cancerous, a 
radical mastectomy should be done immediately. 

Digital and anoscopic examinations should be 
made on every patient to discover such precancerous 
lesions as polyps and fissures; and a sigmoidoscopic 
examination is indicated where there is a history of 


rectal bleeding or other suspicious symptoms. 

When there is a reasonable suspicion of cancer 
of the lungs, esophagus, stomach, or colon, fluoro- 
scopic and radiographic studies should be made by 
the family physician or by a radiologist. 

Such a complete examination will usually dis- 
close other pathologic conditions, but the search 
for precancerous lesions is an important by-product, 
and one that will yield gratifying results. When the 
examination is completed, one can assure the pa- 
tient with confidence that no cancer is present. He 
should be urged to return every six months for a 
similar examination, and a surprisingly large num- 
ber will do so. These frequent contacts make early 
recognition of disease processes possible. 

It should be noted that most of these diagnostic 
procedures can be carried out by a well-trained gen- 
eral practitioner in his own office. One of the main 
advantages of general practice is that there are no 
artificial restrictions to hamper one’s legitimate ac- 
tivities. The family doctor should do everything he 
is qualified and equipped to do, and money invested 
in diagnostic and therapeutic office equipment pays 
big dividends. To quote Shakespeare, “The fault, 
dear Brutus, is not in our stars, but in ourselves, 
that we are underlings!” 


Hospital Manual Revised 


One oF the most difficult problems in medical hos- 
pital organization has been the evaluation and as- 
signment of privileges for practice within the hos- 
pital. 

Specialization among physicians provided hos- 
pital administrators with a ready device for determin- 
ing the type and extent of privileges an individual 
physician should have. The addition of certifying 
boards for specialists gave an even more specific 
means for classifying physicians as to type of prac- 
tice in the hospital. The result in many instances 
was that active membership in hospital staffs was 
limited to certified specialists. 

Some specialists encouraged this thinking, al- 
though the official policy of both the American 
Medical Association and the American College of 
Surgeons, the organizations operating standardiza- 
tion programs for medical practice in hospitals, was 
that privileges in hospitals should be based upon 
the individual physician’s qualification and demon- 
strated ability. 

By 1945 the trend to limit hospital practice to 
specialists had reached a stage that caused concern 
among many medical leaders, and the integration 
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of general practitioners into the hospital medical 
staff became a subject of frequent discussion at 
medical organization meetings. 

Changing social and economic developments also 
contributed to the problem. The combination of 
more people employed and the expansion of hos- 
pitalization insurance increased greatly the utiliza- 
tion of hospitals. This resulted in a shortage of 
beds and hospital authorities were reluctant to add 
more physicians to the staff when they could not 
handle the patients of the existing staff members. 

Although the majority of patients were admitted 
to hospitals through general practitioners, it was 
the general practitioners who were being excluded, 
or greatly restricted as to practice in hospitals. 

A general practitioner has, of necessity, a greater 
appreciation of over-all services of a hospital than a 
specialist who is concerned primarily with a spe- 
cialty service within the hospital. The general prac- 
titioners have a responsibility to their community 
hospital to see that it is operated to the best inter- 
est of all people. Continued advances in the science 
of medicine and in improvement in the distribution 
of medical care is dependent upon the general prac- 
titioner’s full participation in his community hos- 
pital’s program. 

It was with this responsibility in mind that the 
American Academy of General Practice decided to 
develop a Manual on General Practice in Hospitals. 
The Commission on Hospitals spent two years 
working out the first Manual, which was adopted 
and published in April, 1950. It was recognized 
that this first draft was not the final answer, that 
medical practice is not static, and that the Manual 
should be revised and expanded from time to time. 
A recent revision was adopted by the Academy’s 
Congress of Delegates at its meeting in March, 
1951. The revised Manual is published in this issue 
of GP. Additional copies may be obtained from the 
Academy’s headquarters office. 


Pergastric Intestinal Perfusion 


OF Late, a number of articles have been appearing 
in the literature describing the perfusion of the in- 
testine in cases of uremia, and especially in cases in 
which the kidneys have ceased to function. A solu- 
tion of salts in water is run into the stomach through 
a two-lumen gastric tube, and what goes clear 
through the intestine is removed by rectal tube. 
The extra tube running into the stomach is used 
to keep this organ from getting distended. The per- 


fusion can be maintained for from eight to twenty- 
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four hours. Very little urea and nonprotein nitro- 
gen can be removed from the stomach, but quite a 
bit can be removed from the bowel. The level of 
nonprotein nitrogen in the serum tends to drop on 
an average of 60 mg. per 100 cc. 

A good article on this subject is to be found in 
the Journal of Laboratory and Clinical Medicine 
for December, 1950. It is by L. Bernstein and his 
associates. They described nine cases in which such 
perfusion was carried out. Two of the nine patients 
were first clinically improved, but still they died. 
The optimal rate of perfusion was about 2.5 liters 
per hour. A constant chemical check-up must be 
maintained because, in some cases, the patient will 
absorb too much of the chemicals in the perfusate. 

A study of the several articles that have appeared 
in the literature has so far not made us enthusiastic 
about attempting the procedure. Perhaps, with time, 
it will be improved and made more useful. 


Psychoneuwrotics in the Army 


Ir 1s an encouraging fact that out of 2,054 men 
originally rejected for neuropsychiatric reasons, and 
later inducted into the Army, 79.4 per cent served 
satisfactorily enough in some capacity. The other 
20.6 per cent were discharged with diagnosis of 
psychoneurotic disorder, character and behavior dis- 
order, a disorder of intelligence, or a psychosis. This 
report was made by J. R. Egan et al in the ].A.M.A. 
for February 17, 1951. 

The fact that 4 out of 5 men originally thought 
to be psychically unsuited for Army duty were able 
to get by or to be useful in the Army does not, of 
course, mean that the Army should now gladly ac- 
cept all sorts of misfits, but it might be remembered 
that many a curious character like Richard Burton 
or T. E. Lawrence who does not fit very well into 
a peacetime society, because of his'dash and fear- 
lessness is highly successful during a war. 

In the first place, more effort should doubtless 
be made to examine the men before induction, with 
the hope of separating the 20.6 per cent of unusable 
men from the 79.4 per cent who can be used. Then, 
statisticians in the Veterans’ Bureau should watch 
to see (1) how many of the 79.4 later break down 
psychically and become pensioners, and (2) the 
statisticians should calculate how many millions of 
dollars the 20.6 per cent will cost the government 
before they die. That enormous cost must be set 
against the value of the 79.4 who were useful. 

It must be remembered, also, that many some- 
what psychotic and definitely troublesome men were 
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let out of the Army without a neuropsychiatric di- 
agnosis by officers who hesitated to brand them 
with this stigma. 

What is highly desirable is that draft board and 
induction officers have in their minds good clinical 
pictures of the types of men who, experience has 
shown, are of little, if any, value in an army, and 
who, when discharged, promptly become perma- 
nent wards of the country. What we need tremen- 
dously are not theories about which recruits will be 
useless, but many hints for recognizing the types of 
men who in World War II could not be made into 
good soldiers. Doubtless experienced sergeants in 
induction camps have learned to recognize quickly 
most of the men who are untrainable, psychopathic, 
irresponsible, alcoholic, overly sexed, or constantly 
stirring up trouble. We might well take tips from 
them. 


General Practitioners in Clinics 


Tue problem of handling general practice is begin- 
ning to bother the men who run medical clinics of 
the tvpe which one finds in Rochester, Minnesota; 
Cleveland, Ohio; Boston, Massachusetts; and 
Temple, Texas. Physicians whose work is highly 


specialized prefer to do all their work in the clinic 


building or in the hospital, and they don’t want to 
make calls. 

Such men, especially those practicing internal 
medicine, also get in the habit of examining their 
patients from head to foot and ordering for them 
two or three dozen laboratory tests and roentgeno- 
logic examinations. But this sort of thing doesn’t 
go well with the person of small income who runs 
in to get a prescription for a cold or a headache or 
a mild arthritis. Such a person does not want a 
complete overhauling and cannot afford it every 
time he or she goes to a doctor. 

What, also, are the specialists in a clinic to do 
about the mother who calls in and wants someone 
to come and see her child, who she thinks is com- 
ing down with the measles? Or, what is to be done 
for the man who, on a farm ten miles out of town, 
gets a gallstone colic? 

Different clinics have attempted to cope with the 
problem in different ways. Thus, for years, at the 
Mayo Clinic, one particular physician, with his 
group, took care of much of the general type of 
practice. Visits in the city were made by clinic 
physicians who, in rotation, took an emergency 
service and held it for a week. But this was not 
satisfactory because many of the older men dis- 


liked making house calls; besides, some had never 
been trained to treat the acutely ill. An organized 
section of the Clinic staff has now been developed. 
This section is responsible for handling all general 
practice of the group, as well as emergency calls in 
the city. Thus, men who do not care to make out- 
side calls are relieved of this duty. This appears to 
have been an excellent solution of the problem. 

In some of the smaller clinics, with perhaps fif- 
teen or twenty associates, the problem, is as yet, not 
well solved. 

The difficulty that faces these smaller clinics is 
that unless a number of the members of the group 
are general practitioners interested and willing to 
serve as family physicians, many of the patients will 
drift away from the clinic. Many will resent the 
fact that clinic members will not call on them in 
their home, and much of the highly remunerative 
surgical work which, from time to time would or- 
dinarily go to the surgeons of the clinic, will get 
referred to other men, perhaps in a neighboring city. 

What will probably happen before long in most 
clinics will be the taking into the group of one or 
more men who are willing to do general practice, 
trained to do it, and glad and proud to do it. The 
only trouble with that, as one chief of a small clinic 
put it, is that as soon as the man who is doing this 
work has a good following he is likely to leave the 
clinic and go out on his own, taking most of the 
practice with him. 


A Threat to Medicine 


Dr. Howarp A. Rusk presented an amazing report 
at a meeting held in Chicago last February. This 
report and its implications are worthy of careful 
study. The quality of medical education in this 
country is threatened. It is quite possible that even 
more than medical education is at stake. 

The report was that of the Health Resources 
Advisory Committee of the National Security Re- 
sources Board. It was made at the National Con- 
ference on Medical Education and Licensure held 
in Chicago, February 11 and 12, 1951. 

Primary assumption of the Rusk committee, and 
basis for its demands, was the statement that by 
1954 there would be a shortage of 22,000 physicians 
in this country. To meet at least part of this deficit 
it was proposed that medical schools expand and 
accelerate. By expansion was meant the admission 
of larger classes. By acceleration they mean to tele- 
scope the four-year course of medical education into 
three, with no summer vacations. 
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Numerous data were presented to support the 
claim of shortage of physicians. Various needs were 
cited including more than 3,000 for civil defense. 
This figure almost approaches absurdity. It has long 
since been concluded that the great burden of civil 
defense medical work will fall on the shoulders of 
civilian physicians. 

Major deception in the figures, however, lies in 
the estimate of needs for civilian requirements. 
Rusk says we shall need 183,700 physicians for this 
service. He bases the number on population esti- 
mates and a rate of one physician per 850 inhab- 
itants. This figure bears careful scrutiny. It is the 
1949 average. Rusk says we should maintain it. 
However, it must be remembered that the ratio dur- 
ing World War II fell as low as one to 1,350. 

It is not much of a problem in arithmetic to show 
where Dr. Rusk can find his 22,000 physicians. 
Change your civilian ratio from 850 to 950 and 
you find quite a supply. It numbers precisely 19,337. 
Add your three thousand administrators from Rusk’s 
department of Civil Defense and you come out sur- 
prisingly near his figure of estimated shortage. If 
you want to carry it a little further, try a figure of 
one physician per thousand of population, which is 
luxurious by some standards, and you find that we 
are already producing physicians in excess. To be 
exact it amounts to 27,555. 

From these figures it may be seen that the Rusk 
report is an attempt to lower standards of medical 
education based on a misleading statement of need. 
Several questions immediately arise. Why was the 
report made? Who provided the statistics? Does it 
constitute a threat to medicine? 

It seems fairly certain that any plan adding to 
the burden of already overworked medical schools 
would result in an immediate need for more funds. 
Most medical schools even now are in serious finan- 
cial condition. The clique of socializers who seek 
control of medicine would be glad to see federal 
funds brought to the aid of medical schools. Such 
aid would inevitably lead to federal control. Thus 
the Rusk demands appear to play directly into the 
hands of the enemies of a free profession. 

It has been said that physicians can readily dis- 
cern a frontal attack but have some difficulty in 
recognizing a flanking movement. The Rusk report 
seems to be in the latter category. The answer to 
whether or not this is a threat to medicine, becomes 
crystal clear. Yes it is. 
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Wrong Use of the Miller Tube 


THE PROPER uUsE of the Miller-Abbott tube can be 
tremendously important in certain cases of intes- 
tinal obstruction. The bowel above the obstruction 
can be deflated; peristalsis will then quiet down, 
and the patient may be either tided over or aided 
in attaining a condition in which an operation will 
not carry a tremendous risk. 

However, in handling cases of intestinal obstruc- 
tion, the surgeon still needs all the clinical wisdom 
he can summon, and if he depends too often on the 
Miller-Abbott tube to save the day he will let quite 
a number of his patients go on to their death with 
gangrene and perforation. 

In a fine editorial on the use and abuse of the 
Miller-Abbott tube, Jonathan E. Rhoads in Surgery, 
Gynecology & Obstetrics for February, 1951, said 
that the physician must never waste time with the 
tube when there are signs of mechanical obstruc- 
tion and either existing or threatening gangrene. 
These signs are fever, leukocytosis, pain persisting 
between cramps or paroxysms, marked tenderness, 
rebound tenderness of any degree, muscle spasm, 
and signs of diminishing peristalsis. 

In such cases, the old dictum, “never to let the 
sun go down on an intestinal obstruction” still holds 


good. 


Electroencephalography in Pregnancy 


Wuar may be an extremely valuable paper is to be 
found in the Buenos Aires Journal of Obstetrics 
and Gynecology for September, 1950. J. Roubillard 
and colleagues reported that they found abnormal 
electroencephalograms in 20 out of 23 patients with 
eclampsia, and in 6 out of 26 patients with pre- 
eclamptic conditions. In every case the abnormality 
was a dysrhythmia such as is found in epilepsy. 

The authors urge that an electroencephalogram 
always be taken when a pregnant woman gives a 
history of convulsions in the family or perhaps of 
fever convulsions in childhood. One should be par- 
ticularly suspicious of a woman who has been highly 
nervous, has fainted easily, or has had violent tem- 
peramental outbursts. 

It would be a remarkable discovery if, in many 
cases, eclampsia should turn out to be an equivalent 
of epilepsy. The matter is worthy of further in- 
vestigation. 
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Painful Syndromes 


BY WINCHELLEL Mc K. 


Rochester, Minnesota 


CRAIG, M. D. 


Not all painful conditions encountered in general practice are lasting and 


serious. The true neuralgias, consisting of trigeminal neuralgia, glossopharyngeal 


neuralgia, and occipital neuralgia, may require surgical treatment for 


complete relief. However, diagnostic injections of procaine hydrochloride and 


In QUESTIONING a large number of patients as to 
why they had consulted their physician, it was 
found that the great majority were motivated by 
abnormal sensation, such as discomfort or pain. The 
pain which brings the patient to the physician may 
be varied and sometimes difficult to explain. Pain 
is a purely subjective sensation. It may be the result 
of an emotional, psychic, or physical stimulation. 
To the patient, the emotional and psychic pains are 
as real as physical or organic pain, and for this 
reason become one of the chief stumbling blocks in 
the differential diagnosis of painful syndromes. 
Functional or organic pains may be the result of 
an emotional exhaustive state, hysteria, habit re- 
action, or the result of an inadequate personality. 
Unfortunately, any attempt to relieve such pain by 
surgical measures is likely only to aggravate the 
condition. 

One statement in the literature has always im- 
pressed me as being important. I think it is one 
which every physician should keep in mind when 
he is listening to a patient's story of his ailment. 
It was made by the French physician Leriche in 
1939, who stated: “In every age, mankind has been 
subject to pain, and yet today we know very little 
about it. The subjective phenomena of the pain 
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possibly alcohol may be indicated before the nerves are severed. 


and its imperceptibility to the other person may ex- 
plain this fact.” He emphasized that the peculiari- 
ties of the individual color the conception of pain 
and its real meaning, and the personality of the 
individual regulates the developments and main- 
tenance of physical pain. Constant association with 
patients teaches us that they differ in their reaction 
to pain; one may be insensitive to what another 
would bear only with great suffering. For this rea- 
son, the response to pain appears to be due to dif- 
ferent grades of will power and character. 

For some time it has been the custom to refer to 
pain as “misery” or “neuralgia.” The latter is a term 
accepted as a descriptive definition for pain. Actu- 
ally, neuralgia is characterized by intermittent par- 
oxysmal pains along the course of the cranial or 
spinal nerves, with no loss of function or evidence 
of damage to nerves, and the list of primary neural- 
gias diminishes as medical knowledge increases. As 
in example of this, the diagnosis of herniated or 
protruded lumbar intervertebral disks has elimi- 
nated the diagnosis of primary sciatic neuralgia. 
Neuralgia must be considered a symptom and not 
a disease, and, as such, may be the first sign of 
tabes dorsalis, of tumors of the brain or spinal cord, 
a malignant lesion or arthritis of the spinal column, 


a 


herpes zoster, aortic aneurysms, and similar con- 
ditions difficult to diagnose. ‘Ihe diagnosis of neu- 
ralgia should be made only after exclusion of all 
possible organic or psychogenic causes. 

Only three major neuralgias have been recog- 
nized. They consist of (1) the pain in the face 
known as “trigeminal neuralgia”; (2) pain in the 
ear and throat, known as “glossopharyngeal neu- 
ralgia”; and (3) pain over the posterior aspect of 
the neck and occipital region, known as “occipital 
neuralgia.” There are minor, or atypical, neuralgias 
of the head, among which are the so-called spheno- 
palatine neuralgia, superior laryngeal neuralgia, 
tympanic neuralgia, geniculate neuralgia, erythro- 
melalgia of the head, temporal arteritis, and herpes 
of the trigeminal nerve. Other pains about the head 
and face may result from involvement of an eye 
and the nasal and paranasal sinuses and structures, 
as well as changes about the temporomandibular 
joint. 

Other neuralgias are the so-called phrenic neu- 
ralgia; brachial neuralgia; causalgia; intercostal neu- 
ralgia; the lumber plexus neuralgias including ob- 
turator neuralgia, crural neuralgia and meralgia 
paresthetica; the root pains from local causes such 
as metatarsalgia, and the pains about the perineum 
which collectively are called, for want of a better 
term, “pudendal neuralgias”: testicular neuralgia, 
anoperineal neuralgia, and coccygodynia. In the 


background of all these so-called neuralgias, except 
for the three major neuralgias, there must always be 
suspicion of a pathologic cause. 


Trigeminal Neuralgia 


Trigeminal neuralgia has been called “Fother- 
gill’s disease” because Dr. Fothergill, a general prac- 
titioner in London, described it so classically that 
his account still applies. The disease is designated 
also as “tic douloureux,” “trifacial neuralgia,” “neu- 
ralgia quinti major,” and “epileptiform neuralgia,” 
and is a true neuralgia in that the cause is un- 
known, although there is some evidence that it may 
be due to vasospastic ischemia. 

Trigeminal neuralgia is characterized by severe 
paroxysmal pain in the areas served by one or more 
branches of the fifth cranial nerve. The pain is 
lancinating and superficial, and has an abrupt onset 
and termination, usually lasting less than a minute. 
The attacks frequently are initiated by stimulation 
in any given area, such as the angle of the mouth, 
the cheek, or a tooth. Eating, drinking, washing 
the face, or shaving may initiate a paroxysmal at- 


tack, and the patient soon learns to avoid contact 
with these so-called trigger zones. A man will fore- 
go shaving, washing, or even eating. Associated 
with the paroxysms of pain may be a mild vaso- 
motor disturbance, such as flushing of the face, 
watering of the eyes, salivation, nasal discharge, 
and perspiration. As time advances, the paroxysms 
tend to become more frequent and prolonged. 

Pain in the region of the distribution of the ftth 
cranial nerve, aside from trigeminal neuralgia, may 
be caused by lesions of the nerve trunk, lesions of 
the Gasserian ganglion, and lesions compressing or 
involving the posterior root. Tumors of the posterior 
fossa, compressing or irritating the fifth cranial 
nerve, or tumors of the Gasserian ganglion, may 
simulate the phenomenon which we know as tri- 
geminal neuralgia. Such conditions as_ sinusitis, 
dental caries, and carcinoma of the nasopharynx 
must be ruled out. Sphenopalatine neuralgia, hista- 
mine cephalalgia, temporal arteritis, and neuralgia 
of the geniculate ganglion should be considered, 
but in each of these conditions the pain is of longer 
duration, is usually described as being deep seated, 
and has a more diffuse localization. 

The treatment of trigeminal neuralgia in the early 
stages is alcoholic injection of the peripheral 
branches and, subsequently, surgical division of the 
posterior root of the Gasserian ganglion. 

The injection of alcohol into the peripheral di- 
visions of the fifth cranial nerve has the disadvan- 
tage of not being permanent and of tending to give 
relief for lesser periods after successive injections. 
However, it is important from the standpoint of the 
management of the disease, because if the injection 
of alcohol will relieve the pain, the diagnosis is 
certain to be trigeminal neuralgia. The injection of 
alcohol also is of value in relieving patients who 
have become extremely debilitated because they 
cannot eat because of their pain. Probably the most 
valuable result of the alcohol block is in educating 
the patient and acquainting him with the numb 
feeling and sometimes disagreeably stiff sensations 
which are certain to follow division of the nerve. 

Permanent relief from the pain of trigeminal 
neuralgia is possible only by surgical section of the 
posterior root of the trigeminal nerve. This may 
be carried out either through the posterior fossa or 
the temporal region. By either approach it is possi- 
ble to spare the ophthalmic division and to avoid 
the complication of an anesthetic cornea Section 
of the descending root of the trigeminal nerve in 
the medulla has been carried out in some cases, 
although this operation, which is usually alluded 
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to as “tractotomy,” is reserved for those patients who 
have a malignant lesion which is producing pain 
in the distribution of the fifth nerve. 


Glossopharyngeal Neuralgia 


Glossopharyngeal neuralgia consists of a sudden 
or ticlike pain in the sensory distribution of the 
ninth cranial nerve involving the tonsillar fossa, 
the posterior portion of the tongue or the oro- 
pharynx, the auditory canal, and the tympanic 
membrane. Glossopharyngeal neuralgia assumes the 
same ticlike, or sharp lancinating, type of pain of 
trigeminal neuralgia except that it affects the throat, 
posterior part of the tongue, and the ear. The pain 
often spreads to the angle of the jaw. Rarely do 
patients complain of actual pain in the ear, but a 
large percentage of patients can be seen to rub the 
external auditory meatus during attacks. The free 
periods are as unpredictable as in trigeminal neu- 
ralgia. 

The differential diagnosis between trigeminal 
neuralgia and glossopharyngeal neuralgia is very 
important. A successful alcohol block of the third 
division of the fifth cranial nerve or cocainization 
of the tonsillar fossa, aborting the attacks of pain, 
and allowing the patient to eat and drink without 
bringing on the attacks, is almost always con- 
clusive. 

The cause of glossopharyngeal neuralgia is un- 
known, although cases have been reported in which 
glossopharyngeal neuralgia was associated with 
other diseases. The only satisfactory treatment of 
glossopharyngeal neuralgia is intracranial division of 
the ninth and sometimes a portion of the tenth 
cranial nerve. This is done through a cerebellar 
craniotomy; the ninth and tenth nerves are easily 


identified. 


Occipital Neuralgia 


Trigeminal neuralgia and glossopharyngeal neu- 
ralgia are known as the two major neuralgias. There 
is a third, however, which sometimes is included in 
this category, and that is the so-called occipital or 
cervico-occipital neuralgia. It is characterized by 
severe pain in the distribution of the occipital 
nerves, chiefly the greater, arising from the second 
and third cervical nerves. Tenderness over the point 
of exit of the great occipital nerve, a point midway 
between the mastoid process and the first cervical 
vertebra, may be present. Deep pressure often re- 
lieves the pain of occipital neuralgia but light 
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touch, such as brushing the hair, may be extremely 
aggravating. The pain, in most cases, is described 
as being continuous, with superimposed paroxysms. 
The pain must be distinguished from diseases of 
the cervical vertebrae, such as primary or metastatic 
tumors, intraspinal tumors, myalgia, cervical arthri- 
tis, or epidural abscesses. Occasionally, small palpa- 
ble nodules of “myositis” are present in the muscles 
underlying the areas involved with occipital neu- 
ralgia. 

The treatment of occipital neuralgia consists of 
diagnostic paravertebral injection of the three upper 
cervical nerves. If the pain can be controlled with 
the injection of procaine hydrochloride, the diag- 
nosis is usually occipital neuralgia, and the treat- 
ment is surgical avulsion of the occipital nerves or 
intradural resection of the sensory components of 
the first three cervical nerves. 


Minor or Atypical Neuralgias 


Pains about the face and head frequently are con- 
fused with either trigeminal or glossopharyngeal 
neuralgia. One such is the so-called sphenopalatine 
neuralgia, or Sluder’s neuralgia, which has been 
called the “lower-half headache.” The chief pain 
may be situated above the zygoma and deep in the 
eyeball. It is described as “dull,” “burning” or 
“slowly boring,” in contradistinction to the sharp, 
shooting, lancinating pain of the major neuralgias. 
Immediate relief from sphenopalatine neuralgia 
may be obtained by placing a cotton pledget mois- 
tened with a saturated aqueous solution of cocaine 
above the middle turbinate bone. 

Superior laryngeal neuralgia is a very rare con- 
dition characterized by pain in the region of the 
larynx and an associated otalgia. 

An atypical facial pain sometimes confused with 
that of trigeminal neuralgia is the pain of the so- 
called erythromelalgia of the head, or histamine 
cephalalgia, characterized by excruciating bouts of 
steady, severe, burning pain in the region of the 
eye, temple, neck, and face, associated with ipsi- 
lateral vasomotor disturbance in the form of lacri- 
mation, flushing of the face, injection of the con- 
junctiva, swelling of the temporal vessels, and nasal 
discharge. The attacks may come on during sound 
sleep or may be precipitated by excitement or the 
use of alcohol or even postural changes which 
might increase the blood content of the head. In 
true histamine headache, or cephalalgia, the attack 
may be precipitated by an injection of histamine 
and relieved by the antihistaminic drugs. 
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Temporal arteritis, consisting of severe throbbing 
head pain, swelling over the face, redness of the 
skin over the tempc al arteries, and hyperalgesia 
of the scalp, may be encountered. This pain, which 
may be confused with that of trigeminal neuralgia 
and other neuralgias about the face and head, 
usually is self-limited, with a course of one to 
twenty months. Pathologically, it cannot be dis- 
tinguished from periarteritis nodosa. Sometimes it 
is necessary to remove the temporal artery to relieve 
the pain. 

Herpes of the trigeminal nerve may occur. It is 
usually easily recognized by vesicles which appear 
in any of the areas of distribution of the trigeminal 
nerve, although it is most common in the first di- 
vision. The pain is not paroxysmal, as in a true 
neuralgia, but is extremely severe and steady. 

Pains about the eye may be confused with the 
major neuralgias. They may be due to an increase 
in intraocular pressure. In glaucoma the pain may 
extend to the entire first division of the fifth nerve. 

Headaches associated with disease of the frontal 
sinuses and localized diffusely over the frontal re- 
gion may be confused with the pain of the major 
neuralgias. Headaches associated with disease of 
the sphenoid or ethmoid sinuses are experienced 
between and back of the eyes and over the vertex. 

Disease of the temporomandibular joint may pro- 
duce a symptom complex in which the pain simu- 
lates fifth-nerve pain. This condition belongs in the 
reflex or secondary group of neuralgias in which 
mechanical irritation of the branches refers pain to 
the standard cranial areas. 

Thoracic pain has been called phrenic neuralgia. 
It is characterized by extension of pain from the 
side of the thorax to the tip of the shoulder, and 
the pain is aggravated by breathing and swallowing. 

Neck pain, or pain referable to the brachial 
plexus, which extends from the fifth cervical nerve 
to the first thoracic nerve, usually can be attributed 
to a specific cause, such as intraspinal protruded 
disk or tumor in the cervical sector, cervical ribs, 
or the scalenus anticus syndrome, tumors of the 
apex of the lung, infection, trauma, subclavian 
aneurysms, aortic aneurysms, coronary disease, me- 
tastatic tumors, deformities of the dural pouch, or 
even oil granulomas following oleothorax for tuber- 
culosis. When any of these conditions exist, the 
diagnosis “brachial neuralgia” is a misnomer, for 
the real cause is the primary disease. 

Pain involving the shoulder and arm, associated 
with arthritis, or with specific occupations such as 
tennis playing or telegraphy, does not follow a nerve 


or root distribution and is, rather, a diffuse muscu- 
lar or joint pain. 

Causalgia was defined by Kirklin, Chenoweth, 
and Murphey in 1947 as “a clinical syndrome asso- 
ciated with a lesion of a peripheral nerve contain- 
ing sensory fibers, manifested by pain in the af- 
fected extremity; this pain is usually of a burning 
character and is usually located in an area corres- 
ponding in general to the cutaneous distribution 
of the involved nerve.” Little difficulty is encoun- 
tered in making a diagnosis of this condition, in 
view of the fact that it is frequently associated with 
trophic changes. The skin is thin and may be either 
pale or red, dry or moist. The bone may atrophy; 
the nails may become brittle. The syndrome gen- 
erally arises from seemingly minor damage to the 
involved nerve not sufficient to cause motor or 
sensory loss. The condition known as “causalgia” 
is always distressing and painful. Treatment con- 
sists of interruption of the sympathetic supply to 
the part affected. 

Intercostal neuralgia consists of pain in the tho- 
rax along the distribution of the intercostal nerves. 
It may be dull and aching or sharp and burning. 
Tenderness along the points of emergence of the 
primary branches of the intercostal nerves often is 
associated. This intercostal neuralgia may be con- 
fused with conditions such as pleurisy or angina, 
in which the pain is not strictly segmental. The 
more common conditions associated with true inter- 
costal pain are fractured ribs, intraspinal tumors, 
herniated intervertebral disks, primary tumors of 
the ribs or vertebrae, metastatic tumors, injury to 
the nerve following thoracentesis, and herpes zoster. 
When the pain along the distribution of the inter- 
costal nerve can be relieved by paravertebral injec- 
tion of procaine hydrochloride, nerve section, or 
posterior rhizotomy may be necessary for relief. 

In the differential diagnosis of any of the so- 
called neuralgias, the infectious polyneuritides must 
be considered. Serum neuritis may come on after 
injection of serum. This usually occurs in two to 
three days and is associated with a palsy. 

Lumbar plexus neuralgias may be associated with 
any lesion involving the nerves of the lumbar 
plexus. Intraspinal tumors or herniated interverte- 
bral disks are common in the lumbar region from 
the first to the fifth lumbar vertebra and should 
always be suspected. Intraspinal tumors may cause 
pain which masquerades as lumbosacral pain many 
years before manifesting themselves in any other 
way. The pain of myositis or back strain does not 
follow a nerve or root distribution. 
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Every persistent pain referable to the nerves of 
the lumbar plexus requires spinal puncture with 
manometric studies and study of the cell and pro- 
tein content of the cerebrospinal fluid. This pro- 
cedure may or may not be followed by, or be done 
in conjunction with, contrast studies such as air or 
oil myelography, as the case indicates. 

Nerves originating in the lumbar plexus have 
been associated with the term “neuralgia.” Obtura- 
tor neuralgia extends along the inner side of the 
thigh toward the medial condyle, following the 
sensory distribution of the obturator nerve. Crural 
neuralgia follows the course of the sensory branch 
of the femoral nerve on the inner and anterior 
portions of the thigh and knee. Meralgia pares- 
thetica is characterized by numbness, tingling and 
pain in the distribution of the lateral femoral cu- 
taneous nerve of the thigh. 


Sciatic Neuralgia 


Sciatic neuralgia is any pain which follows the 
distribution of the sciatic nerve. The sciatic nerve 
and its components probably are more frequently 
involved by pain-producing processes than is any 
other nerve in the body. It is extremely doubtful 
that such a condition as primary neuralgia of the 
sciatic nerve exists, because pain along the course, 
or in any portion of the distribution, of the sciatic 
nerve is due to mechanical disturbance of either 
one of the roots making up the component nerves 
or to direct involvement of the nerve itself. Intra- 
spinal lesions and pelvic tumors compressing any 
one of the component parts of the lumbosacral 
plexus, as well as tumors along the distribution of 
the nerve root, may cause pain which has been 
termed “sciatic neuralgia” or “sciatic neuritis.” 

Distinction between sciatic neuritis and sciatic 
neuralgia has been emphasized, but with a greater 
understanding of the cause of pain in the lower 
part of the back and pain in the sciatic distribu- 
tion, we have become less and less involved in the 
distinction between these two terms. 

Sciatic neuralgia consists of pain low in the back, 
with extension down across the buttocks, down the 
posterior aspect of the thigh to the outer half of 
the calf of the leg and foot. The origin of pain 
down the posterior aspect of the thigh, calf, and 
foot will vary according to the nerve root or roots 
that are involved. A history of trauma such as lift- 
ing, falling on the buttocks, or stepping unex- 
pectedly off the curb or into a depression may be 
elicited. Aggravation by cough, sneeze, ard strain 
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or by forward bending is typical of the root pain 
caused by an intraspinal lesion. 

Results of neurologic examination may be entire- 
ly negative, with the exception of absence of the 
ankle jerk, a positive sign which frequently indi- 
cates a protruded lumbosacral disk or a protruded 
disk at the fourth or fifth lumbar interspace. Ab- 
sence of the patellar reflex indicates involvement of 
the third lumbar root. In cases of long-standing dis- 
tress of this sort there may be -some muscular 
atrophy of the posterior aspect of the calf and weak- 
ness in the range of motion of the muscles. 

Roentgenologic examination of the lumbar and 
lumbosacral regions of the spinal column is neces- 
sary because, although the roentgenogram may dis- 
close nothing abnormal, certain changes of the bone 
such as lumbar scoliosis, hypertrophic changes, a 
flattening of the normal lumbar curve, and spondy- 
lolisthesis may explain, in part, the involvement of 
the nerve roots. 

Lumbar puncture may be done without the use 
of contrast mediums in cases of protruded inter- 
vertebral disks. The level of the protein in the cere- 
brospinal fluid in the presence of a protruded disk 
usually is slightly elevated, occasionally more than 
40, and rarely up to 100 mg. of protein per 100 cc. 
In cases in which tumor of the spinal cord is 
present, fluid block is more likely to be noted dur- 
ing manometric studies, and the content of protein 
is likely to be greater than 100 mg. per 100 cc. 

The treatment of sciatic neuralgia, or sciatic pain, 
depends on the underlying pathologic condition. 
If a tumor of the spinal cord is causing the pain, 
it must be removed. If the cause of the pain proves 
to be a herniated intervertebral disk, this must be 
removed. When there is definite evidence of 
changes in the bony processes of the lumbar verte- 
brae, fusion should be done in conjunction with 
removal of the intervertebral disk. 

Intrapelvic tumors may press against the lumbo- 
sacral plexus and produce a sciatic type of exten- 
sion of pain. Diabetic neuritis and locomotor ataxia 
frequently cause severe pain in the leg. Primary tu- 
mors of the sciatic nerve may produce pain. 

In all cases of sciatic malfunction, the course of 
the sciatic nerve should be carefully palpated. Ar- 
thritis of the hip, with its extension down to the 
knee, occasionally may be confused with sciatic neu- 
ralgia or sciatic pain. The marked aggravation of 
pain by maneuvers involving motion at the hip, 
without increased tension on the sciatic nerve, 
serves to establish the differential diagnosis. Postural 
disturbances frequently produce severe pain in the 
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lower part of the back, but rarely, if ever, do they 
produce the typical sciatic extension of the pain. 

If it is present, intermittent claudication of Buer- 
ger’s disease or arteriosclerosis obliterans is evident 
from the history and the obvious vascular insufh- 
ciency. Severe pain of metastatic lesions to the bones 
of the lower extremities may be confused with the 
pain of sciatica, especially if the pain is in the leg 
as well as the lower part of the back, but roent- 
genologic and other evidence of the underlying 
pathologic condition will serve to distinguish these 
conditions. 

Painful conditions of the male and female peri- 
neum often are referred to as pudendal neuralgias. 


These include testicular neuralgia, vaginal neural- 
gia, anoperineal neuralgia, and coccygeal neuralgia. 
Frequently no cause can be found for these condi- 
tions, but a search always should be made for sacral 
tumors or tumors involving the conus after local 
conditions such as fissures and perirectal abscesses 
have been excluded. 

Coccygodynia, a painful condition of the coccyx, 
may follow a fall on the tip of the coceyx. Manipu- 
lation of the coccyx with one finger in the patient's 
rectum may produce exquisite pain. Coccygodynia 
frequently is found in neurotic women. It stub- 
bornly resists all forms of treatment, including 
psychotherapy. 


ADVANTAGES OF BUTOCAINE 


RECENT EXPERIMENTS reported by Drs. A. H. Bill, Jr., and J. C. Wagner of the University of 
Washington School of Medicine in Seattle indicate that Butocaine is very helpful in operations 
on the heart because it has had the least tendency of any anesthetic, used thus far, to start up 
ventricular fibrillation. During operations on the heart of dogs, with the usual anesthesia, ven- 
tricular fibrillation occurred in 43 per cent of the cases, whereas with Butocaine it occurred in 
only 4 per cent. 


SUBSTITUTE FOR BLOOD PLASMA 


Accorpinc to Science News Letter for October 28, 1950, John S. Lundy and his colleagues in 
the Department of Anesthesia at the Mayo Clinic have reported good results, substituting for 
blood plasma in cases of shock, any one of three chemicals: dextran, periston, and a solution of 
gelatin. Lundy has been using dextran since April, 1946, and has given it to some 1,500 patients 
for a marked fall in blood pressure. In some few cases it appeared to save life. It has even helped 
patients who were not benefited by several transfusions of blood. 

Dextran is a chemical developed in Sweden, and is a by-product of the manufacture of sugar. 
Periston was developed in Germany. It is a solution of polyvinyl-pyrrolidone. This drug is used 
in a 3.5 per cent solution. 
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BY BRET RATNER, 


New York, New York 


Eczema and Asthma tn Children 


There are simple remedies for healing the damaged skin and relieving the 


itching of eczema in children before proceeding with the basic management. 
Symptomatic treatment is effective, too, for the asthmatic attack, in which the 


‘THE GENERAL PRACTITIONER and the pediatrician 
are usually the first to see children suffering from 
some manifestations of allergy, and they must make 
the diagnosis and offer prompt relief from these mal- 
adies. While it is impossible to cover the broad gen- 
eral field of allergy, one can emphasize the salient 
features in the symptomatic treatment of eczema 
and asthma in order to orient physicians in the im- 
mediate management of these conditions. 

I should state, however, that I believe that ec- 
zema and asthma, if persistent, are not diseases that 
should be treated solely from a symptomatic stand- 
point. Every effort should be made to ferret out the 
causative factors involved by subjecting the patient 
to protein skin tests. One can then proceed more 
effectively with prophylactic and therapeutic meas- 
ures: (1) by elimination of the allergens respon- 
sible for the allergic episodes, and (2) by the build- 
ing up of an immunity to the offending allergens 
either orally, if they are foods, or by injections if 
pollens or inhalants are the offenders. 


Local Applications for Eczema 


Even when eczema is of allergic origin, because 
the condition is highly pruritic, there may be a 


most serious errors generally occur with overmedication and a bad choice of drugs. 


superimposed infectious dermatitis. Local treatment 
must first be instituted to heal the damaged skin 
and relieve the itching before proceeding with the 
basic management of the allergic syndrome. 

These are a few of the remedies I use. Naturally, 
one must exercise judgment in choosing the applica- 
tion for the individual case. 

For secondary infected, wet, oozing skin I have 
found that a 2 to 4 per cent aqueous solution of 
gentian violet is a healing compound, when used 
freely and applied frequently. By applying cala- 
mine lotion over it, one can further aid drying of 
the infected area. 

Calamine lotion, in single or double concentra- 
tion, with phenol up to 1 per cent, or without it, 
may be used for every case as an adjuvant. It aids 
in drying the wet areas and helps to relieve itching. 

Lotio alba is also of value when a thin applica- 
tion is desirable. Mixed with calamine lotion in 
equal parts, it is particularly useful for the face and 
intertrigenous parts, for erythema and sudamina. 

Wet dressings, advocated by many, are less useful 
for infants and children than for adults. They may 
cause chilling of the body, if the area to be cov- 
ered is extensive. One must also remember that it 
is difficult to keep them on young children. 
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Ointments for Healing 


Ointments are useful for healing the irritated 
and dry crusted forms of eczema. The physician 
can devise appropriate medication to fit the needs 
of the individual patient, if he will give a little 
thought and some time to consulting the U. S. 
Dispensatory. For example, phenol and crude tar 
are important ingredients in most ointments de- 
vised for the treatment of eczema. The former is 
valued because it allays itching, and the latter for 
its healing properties. 

The basic ointments are zinc oxide (Ung. Zinc. 
Oxid.) and rose water (Ung. Ag. Ros.). Now, if 
one wishes to add a softening agent, one may use 
white ointment (Ung. Alb.), which contains lano- 
lin, or one may use Aquaphor. Coal tar ointment 
(Ung. Pic. Carbon.), or compound ointment of 
tar (Ung. Pic. Co.). 

Ammoniated mercury ointment (Ung. Hydrarg. 
Ammon.) is required for skin which is impetigi- 
nous or infected. 

If the skin appears to be trichophytotic, one pre- 
scribes Whitfield’s ointment, ointment of benzoic 
and salicylic acid (Ung. Acid. Benz. et Salicyl.). 

Sulfur ointment CUng. Sulfur.) is indicated in 
a scabetic or other parasitic involvement. 

Another excellent preparation is ichthyol oint- 
ment (Ung. Ichtham.). 

Instead of commercial cold cream, one may pre- 
scribe rose water ointment for its cooling effect. 
Vanishing cream contains sodium stearate and be- 
cause it is greaseless, it is gaining in popularity as a 
base. 

Boric acid is toxic and hence is best avoided for 
young infants, whether in the form of wet dress- 
ings or ointment. 

As for their application, if large areas are to be 
covered, it may be advisable to prescribe the basic 
ointments such as ichthyol ointment, zinc oxide oint- 
ment, and so on, individually. The nurse or parent 
can experiment with them in varying proportions 
to discover what combination is most healing. 
Tongue depressors are useful for mixing and ap- 
plying. However, if preferred, various combinations 
of the standard pharmacopoeial ointments may be 
prescribed and the pharmacist has little difficulty 
in compounding them. Since we have to combat 
overtreatment of zealous parents, the advantages of 
both methods become obvious, when one considers 
that individual ingredients may be prescribed in 
small doses. 

In my experience I have not found that bathing 


with a bland soap and water is contraindicated, if 
the skin is treated gently. A soapless agent, such as 
Acidolate, may be of value. The free use of hydro- 
gen peroxide and sterile cotton will often remove 
dried crusts admirably. 

To keep the ointments on, it may be necessary 
to cover the body completely; old soft garments of 
one kind or another can be used instead of or over 
bandages. Sometimes complete restraint is essen- 
tial for short periods, in which event hands and 
legs can be secured to the crib slats. 


A case of chronic allergic eczema. 


Sedation is important, and I have found pheno- 
barbital in small doses, 4 gr., and acetylsalicylic 
acid in 3 to 5 gr. doses very helpful. They may be 
given individually, or in combination. 

In conjunction with the allergic approach, and 
local dermal therapy, the attending physician must 
give consideration to certain psychosomatic aspects 
(which I can only mention here), and constitu- 
tional phases. If a child has a real retardation in 
bone maturation, which can be determined by x-ray 
examination of the wrist and microscopic study of 
the capillaries in the nail bed, thyroid in judicious 
quantity is indicated. 

Unsaturated fatty acids, found particularly in 
lard, bacon, soy bean oils, wheat germ, and corn 
oils, have been advocated by some investigators. It 
is true we do not have final evidence that they are 
meritorious agents. However, because of the fact 
that they are believed to be of value, and since 
they are not harmful, they should be tried. They 
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should be used in conjunction with the allergenically 
denatured diet. 

Since we have noted that very often the skin 
may become secondarily infected because of scratch- 
ing, the question of antibiotics is raised. I would 
not advocate promiscuous use of ointments contain- 
ing antibiotics, because it has been reported that 
infants have been sensitized from the absorption of 
the antibiotics. However, in cases of severe second- 
ary infections it may become imperative to use anti- 
biotics. In that event they should be used inten- 


asthma, or with a condition due to causes other than 
allergy, such as a foreign body, tuberculous glands, 
tracheobronchitis, LoefHler’s syndrome, tumor pres- 
sure on the bronchi, and so on. Once the diagnosis 
is established, he may proceed with the proper form 
of therapy. 

Antihistaminic drugs are manufactured by many 
pharmaceutical firms under various names. In my 
experience they are contraindicated in asthma. 
Some men have found them of value for alleviation 
of nasal symptoms—so-called colds—and the early 


Procedure for conducting the protein skin test by the intradermal method. 


sively, but preferably by mouth or by injection. 

So-called antihistamine drugs may help to allay 
itching but it must be remembered that they are 
useful only as palliatives. They do not get to the 
root of the trouble. 


Management of Asthma 


Because of the anxiety and fear engendered in 
the child and parents by an attack of asthma, this 
syndrome appears in the forefront of emergency 
practice. The symptomatic therapy of the asthmatic 
attack is therefore of great interest to the general 
practitioner. 

The most serious errors in its management gen- 
erally are overmedication and a bad choice of drugs. 
A child may die in an asthmatic attack and such 
a death may usually be attributed to faulty treatment. 

The first essential is for the physician to deter- 
mine whether he is dealing with a true attack of 
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symptoms of asthma, before the true attack has be- 
gun. They can be given in 50 mgm. doses every 
four hours. If untoward side reactions occur, they 
should be discontinued. 

An effective, preventive remedy, if used in the 
early stage of onset of symptoms, is a combination 
of drugs well tried in allergy. It is put out under 
the trade name of Collergy Tablets. These drugs. 
combined as they are, act synergistically. Since they 
are effective in small doses, I have found them of 
value in children. They should be kept on hand so 
that they may be given at the earliest appearance 
of symptoms. To be effective, they should be given 
every three or four hours if the child appears to be 
developing a cold. In this way, symptoms may be 
allayed and an attack aborted. If this therapy has 
been started too late, and a full-blown attack de- 
velops, the tablets are of no avail and should be 
discontinued. However, when the severe symptoms 
subside, they often help in the final stages. 
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Drug and General Therapy 


Epinephrine in small doses, 2 to 3 minims, 
1:1000 dilution, may be given subcutaneously. It 
may be repeated two or three times, if necessary, 
given intracutaneously at intervals of 20 to 30 min- 
utes. If it is not effective in these dosages, it is 
futile to increase the quantity or keep repeating it. 

When epinephrine fails, syrup of ipecac may be 
helpful. One or two teaspoonfuls, depending on the 
age of the patient and his response, followed 
promptly with a glass of lukewarm water should 
produce emesis. The point of this procedure is to 
aid the patient in getting rid of bronchial plugs. 

There are further measures one can use: 

Give the patient an enema. 

Move him into another room and prop him up in 
a chair. 

Open windows wide. If not enough air circulates 
in the room, turn on an electric fan, directing the 
current of air toward the child. He must obviously 
be protected from chilling. 

Asthma powders may be burned. 

Unmedicated steam inhalation is an important 
adjuvant. 

Those attending the patient should adopt a cheer- 
ful attitude, and every effort should be made to 
divert him. 

If the attack is severe and prolonged, the ipecac 
emesis may be followed by: 

1. Ten per cent glucose by slow drip infusion, 
intravenously (300 cc. for younger children, and 
500 to 1,000 cc. for older ones). It allays dehydra- 
tion and reduces edema. 

2. A rectal retention dose of a lower motor 
neuron sedative, such as bromides, 10 to 15 gr.; 
phenobarbital, 2 to 1 gr.; chloral hydrate, 5 to 7 
gr.; ether in oil, 1 to 2 teaspoonfuls of ether in 1 
to 2 ounces of olive or other salad oil. 

3. Sedatives by mouth, in the form of triple 
bromides, 5 to 15 gr.; or phenobarbital, amytal, 
Seconal, or Nembutal, / gr., and/or acetylsalicylic 
acid, 5 to 10 gr. This sedation may be repeated in 
two or more hours if needed. 

4. Oxygen therapy is soothing and reassuring, 
but the patient should not be placed in an oxygen 
tent. Claustrophobia is very pronounced during a 


severe asthmatic attack. It is for this reason that a 
gentle breeze from a fan is reassuring. 

When the patient has relieved himself of the ob- 
structive bronchial plug by emesis, and when dehy- 
dration has been alleviated by the intravenous in- 
fusion of glucose, and when sedation has had a 
quieting effect, the patient usually falls into a tran- 
quil sleep. A nurse or parent can watch over the 
patient, for he must definitely not be left unat- 
tended. If the sought after result is not achieved 
immediately, however, the emetic dose of ipecac 
may be repeated and additional sedation may be 
given the patient. 

When the patient recovers from the acute phase 
of the attack, he should be put on a salt-free diet, 
high in carbohydrates. Plenty of liquids, particularly 
the cola and other sweet beverages, should be given. 
Measures such as the salt-free high carbohydrate 
diet, with sufficient liquids, are supportive, increase 
diuresis, and tend to rid the body of the offending 
allergens. 

All the procedures outlined can readily be car- 
ried out in the home. If the physician prefers to 
get the patient into a hospital, however, there is 
no danger in moving him. At times when children 
are moved to another room or are being transported 
to the hospital, the attack may clear up spontane- 
ously. If this occurs, it suggests that psychogenic or 
environmental factors are involved rather than foods. 


Therapeutic Don’‘ts 


Never give large doses of epinephrine, if small 
repeated doses are not effective. Actually the large 
dose does not relieve the asthma, but causes an 
even greater spasm of the bronchioles, thus ag- 
gravating the asthma. It also causes pallor, appre- 
hension, cardiac syncope, vascular congestion, in- 
creased pulse rate, and heightened blood pressure. 

Do not use morphine or its derivatives or Demerol 
because these drugs have been known to cause 
death in an asthmatic attack. 

Some antihistaminic drugs are contraindicated 
during the height of an asthmatic attack. 

Do not permit the patient to be apprehensive. 
Employ adjuvant therapeutic measures, administer 
some form of mild sedation, and do not permit the 


child to be left alone. 


@ Volume Ill, Number 6 


° 
Pi 


La Canada, California 


BY SARA STINCHFIELD HAWK, 


Dyslalia, dysaudia, blindness, mental deficiency, dysphasia, and emotional trauma are among the 


Ph. D. 


common causes for delayed or defective speech in children. The method for dealing with speech 
defects varies with the personality of the child, the nature of the difficulty, and the factors 


“Tuey saip, ‘Let him alone and he will outgrow 
it.” This is the oft-repeated statement of mothers 
of children between the ages of one and five years 
who are not talking well. The mother may be re- 
peating the remark of the family physician, the 
pediatrician, the psychologist, or a teacher. Who- 
ever says it, the results are often the same. Usually 
such a child has failed to show the normal urge to 
talk as he should between the first and second 
years. But as the months have passed and speech 
has failed to come, the mother has become alarmed 
and has sought advice from additional sources. 

No two children in the same family acquire 
speech at the same age, or in the same way, or with 
equal facility. Speech is not “inherited”; what is 
inherited is only the human social tendency to 
communicate ideas. The child naturally finds him- 
self at a disadvantage until he can imitate the 
sounds heard about him. Some children babble 
earlier than others, and may even be saying a few 
words by the end of the first year, particularly if 
reared in an environment which stimulates them to 
talk, and if they are physically and mentally su- 
perior. Others develop speech very slowly and are 
late in beginning to talk. 

Once started, the vocabulary grows rapidly dur- 


responsible for it. The ideal age for attempting correction is between the second and third years. 


ing the second year of life, so that by the age of 
two a child should have from three to hve hundred 
words or more. By the age of three, his vocabulary 
has roughly trebled. And by the time he is of kin- 
dergarten age, he has mastered the rudiments of 
language so that he should have only a few, if any, 
infantile sounds or substitutions remaining. 

Many parents wait for the day when the nursery 
school may awaken the urge to talk. especially if a 
child is timid, quiet, or somewhat slow in develop- 
ment. Competition with other children, self-asser- 
tion, and self-protection are usually sufficient stimuli 
to encourage children to gain their ends more 
quickly and more efficiently by verbalization. 

Those of us who deal constantly with speech- 
defective children of the pre-school age, wish that 
referrals would come earlier in the life of the child. 
The reason for this is that when the child passes 
the natural age for imitation of speech sounds, he 
strangely enough seems to turn against efforts to 
help him to talk, and regards as aggressors those 
who urge him. He may tear his picture book to 
bits, indulge in temper outbursts, dash wildly about, 
and may even kick or strike the well-meaning help- 
er, who serves to remind him of his incompetence. 
He is intelligent enough to feel inferior, and to 
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Showing child how to round the 
lips for the oo sound in book. 


A young ambulatory patient re- 
ceives a visual speech lesson. 


know, even at an early age, that he is different, and 
he begins to withdraw into a little world of his own, 
and to avoid anything which savors of speech 
effort. He often becomes highly emotional, nonco- 
operative, negativistic, and may even regress men- 
tally because of this “retardation by deprivation” of 
normal social interplay. 

As he matures, the realization grows stronger 
that he is not like his playmates. This sets him 
apart and creates a barrier. If the home includes 
several children, the parents unconsciously tend to 
favor the outgiving, socially responsive child. This 
thrusts the backward boy or girl further into the 
shadow of his or her own incompetence and causes 
unhappiness and undue emotional tension. 

So much can be done for the speech-handicapped 
child, and so many need this assistance, that it is 
important to present his case for the consideration 
of the family doctor who may be in a position to 
help or to advise or to instruct the parents. Mothers 
say, “I know what to do for a normal child, but 
Johnny is not like the others. He has had no severe 


illnesses that we know of, and is said to be men- 
tally normal, so why doesn’t he talk?” It is to meet 
the needs of parents like this, that the speech- 
clinical treatment is being extended into the lower- 
age brackets. The pre-school age is a fascinating 
period with which to work. Results are obtained 
much more easily and rapidly in the early, plastic, 
formative period before habits are thoroughly estab- 
lished. It is with these younger children that some 
of our most startling and brilliant results are ob- 
tained. 

Many assume that a child who does not talk or 
is slow in talking, must be mentally deficient. How- 
ever, we often find that there has been some factor 
in the early growth and development of many su- 
perior children which has caused them to be un- 
duly cautious, easily embarrassed, and slow in ex- 
pressing themselves in words. Perhaps when words 
came at all they came in spurts, in unrhythmic, 
jerky fashion. If the child becomes conscious of 
his speech difficulty through ridicule, reprimand, or 
criticism, then the halting, hesitant speech habits 
become firmly established, and the difficulty in- 
creases as the days go by. 

For these reasons, those of us who have worked 
with younger children in the speech clinic or the 
home, urge that more attention and earlier attention 
be given to the child who “doesn’t talk,” or who 
shows more than the ordinary difficulty in acquir- 
ing the tools of communication. 


Speech Surveys 


Speech correction, as a special field in education, 
began later in this country than abroad. In the late 
1890’s there were several speech clinical centers in 
the schools of Germany, Scandinavia, Austria, and 


the Netherlands. The first nationwide speech sur- 
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vey in this country was made for the White House 
Conference of 1930, under the direction of Drs. 
West and Travis and Miss Camp of the Depart- 
ment of Special Education for Wisconsin. Findings 
indicated that there were at least a million children 
of school age with speech defects which ranged 
from mild sound substitutions and lisping, to stut- 
tering, cleft-palate speech, speech of the hard-of- 
hearing, aphasia, dysarthria, dysphonia, and other 
defects of utterance. About six per cent of the 
school population was found to have remedial 
speech defects. 

A recent survey in the city of Los Angeles showed 
that about 5,000 pupils were enrolled in the city 
speech-correction classes, out of a school population 
of over 400,000. About one-third of these were chil- 
dren below the third grade in school. If the ma- 
jority of speech defects are found in children under 
eight or nine years of age, it is one of our duties to 
train classroom teachers to eliminate these defects 
as early as possible, before they have become habit- 
ual or have interfered with the educational progress 
or social adjustment of the child. 

Within recent years the Association for Child- 
hood Education, the National Society for the Study 
of the Exceptional Child, and the Spastic Founda- 
tion have become interested and have published ar- 
ticles on speech defects and methods of speech 


training. 
Speech Defects Defined 
What is meant by a speech defect? Many people 


think only of lisping and stuttering, but these are 
only a part of the picture. “Baby talk” is sometimes 
found in children of school age. When a child 
says “wight” for light, or “wat” for rat, using the 
lip sound of w in place of the usual I and r, parents 
think it “cute.” But if there are many other substi- 
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Children practicing the back-of- 
the-tongue k, g, and ng sounds. 


Child is given speech lesson at the 
Orthopaedic Hospital, Los Angeles. 


tutions of wrong sounds, and it begins to interfere 
with the child’s progress, parents become concerned. 
Yet such defects could have been remedied with 
a little help or direction from a sympathetic parent 
or teacher. 

The child should want to talk by the eighteenth 
month, and should use quite a few words by that 
time. If the family doctor would take the time to 
make suggestions to the parents, so that the infant 
could begin with normal speech through a whole- 
some example in the household and through the 
avoidance of adult “baby talk,” it would be a great 
help. Mothers could dramatize the little events of 
every day; they might name objects for the child 
and thus build up a vocabulary of understanding. 
Talking simply about whatever the child is doing 
trains him in perceptions of meanings of words and 
actions, such as, “We drink our milk,” or “cut our 
meat,” or “wash our hands,” and so on, with other 
pattern sentences for the child to assimilate in his 
mind. 

Dyslalia is perhaps the most common type of 
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speech difficulty, involving as it does, difficulty in 
lallation or in speech development. It ranges trom 
alalia, or no speech at all, to mutilated, partially 
complete sounds, substitutions, and omissions. 
Sometimes an unrecognized childhood disease is 
responsible for the slow development. As months 
pass, without the child making any apparent prog- 
ress in speech, parents become alarmed, anxious. 
and much disturbed. 

Some stuttering children have been found to ex- 
ceed the average child in intelligence. Many have 
been found to be highly sensitive to auditory stim- 
ulation to which the average child is inattentive. 
Hypersensitivity seems to indicate a delicate nerv- 
ous mechanism which may be thrown off balance 
by undue parental criticism, censure, ridicule, or 
awareness of speech difficulty. Emotional conflict 
and sensitivity lead to stuttering. Fairbanks, at the 
University of Illinois, reports that by increasing the 
volume and frequency of sounds artificially pro- 
duced at the moment a student is trying to talk, 
one can so disturb the fluency and ease of speech 
as to throw him into a speech pattern akin to stut- 
tering. Confusion, broken rhythm, and intensified 
stuttering occur under these conditions. Stuttering 
is more serious than dyslalia. It is technically called 
a form of dysphemia, namely spasmophemia, and 
is a nervous speech disorder. 

Dysaudia or hearing deficiency is a frequent cause 
of delayed or defective speech. The so-called deaf- 
mute is a child who does not talk because he does 
not hear sounds. Such a child should receive train- 
ing early, preferably before he is of school age, and 
before many bad habits have been established in 
the speech mechanism due to wrong patterns 
formed through inaccurate perception of sound and 
movement. 

The blind child is slower in learning to talk than 
is the seeing child. Facial expression, movements of 
the muscles involved in talking, and visual per- 
ception generally, all play a part in normal speech 
development. Schools for the blind pay attention to 
the development of the speaking and singing voice 
through dramatics, choral work, and speech correc- 
tion. These schools feel that any remedial handi- 
cap, in addition to blindness, should be helped at 
an early age, because it bears a relationship to eco- 
nomic and educational progress. 

Speech retardation is often serious in mentally 
deficient children. One encounters many _heart- 
breaking instances of parents who, all too late, real- 
ize that their child is permanently feeble-minded. 
However, we need not feel hopeless or helpless in 


these cases. Much can be done through improved 
speech to render such children socially more use- 
ful, more acceptable to their families and associ- 
ates, and to make them feel less rejected. With 
them, especially, the work should be begun early. 
In our experience, some cases of mental deficiency 
actually occur as a result of delay in acquiring 
speech patterns, due to some childhood disease or 
deficiency, possibly encephalitis following some un- 
recognized illness of childhood or infancy. A strong 
emotional attitude is established; the child realizes 
that he cannot compete with others in his environ- 
ment, cannot make himself understood, and with- 
draws from participation in the usual childhood ac- 
tivities to such an extent as to become permanently 
backward. The older the child, the more difficult 
it becomes to stimulate him to think, to act, and 
to participate with other children in play and in 
verbalization. 

Dysphasia, varying from total aphasia to partial 
loss of speech, is less common in children than in 
adults. When a child shows symptoms of asphasia, 
in the wake of some serious illness of childhood 
leaving some brain damage or interference with 
the pathways leading to the speech perceptual or 
speech motor centers, it is apparent that a condi- 
tion similar to aphasia, at least, exists. The child 
seems unable to form word associations or to acquire 
the necessary engrams for retaining and reproduc- 
ing words. Emotional trauma may further com- 
plicate the condition, and the sooner we begin 
speech training with such a child, the better are 
his chances for improvement. 

Psychologists and psychiatrists have found that 
the emotional symptoms which accompany any 
strong conflict tend to disappear with the removal 
of the cause. We wish that this were always true 
of stuttering, but a speech habit which has persisted 
over a long period of time needs more than counsel 
and guidance to overcome wrong muscular patterns 
and habitual muscle spasms accompanying speech. 
Conferences with parents are always a “must” in 
speech treatment, but they do not constitute a cure, 
in themselves. A child is usually eager for help and 
wishes to co-operate, but sometimes the attitude of 
parents or of other children is such that the child 
becomes ashamed and resents being singled out be- 
cause of his speech defect. It is then especially nec- 
essary to work with the family as well as with the 
child, to enable him to feel free, unharassed, and 
unembarrassed enough to express himself sponta- 
neously and with reasonable fluency. Speech train- 
ing sets the pace. 
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Speech Correction Methods 


The ideal method for dealing with a speech de- 
fect varies with the personality of the child, the 
nature of his difficulty, and the factors responsible 
for it. The golden age for developing normal speech 
and for overcoming sound substitutions or omis- 
sions is between the second and third year, when 
the vocabulary is growing fast, and words come 
spurting forth so rapidly that the child’s speech 
mechanism cannot always keep pace with his 
thinking. 

When the home provides thoughtful attention 
and good examples for clear-cut, intelligible utter- 
ance, the child is easily stimulated to imitate in 
kind. We should, therefore, take care that we pre- 
sent good models for him. In a happy, well-regu- 
lated home, where he is sheltered by love and care, 
the child gradually casts aside his minor substitu- 
tions and babyhood expressions. But if he must 
compete with a rapid-speaking fluent mother and 
father, or brothers and sisters, by sandwiching in a 
word here and there, as pauses occur in the con- 
versation, he is at a disadvantage, since he can 
neither master his speech mechanism nor speak 
and think rapidly enough to keep pace with the 
older persons. 

At the Orthopaedic Hospital in Los Angeles and 
in college speech clinical work, I have begun a 
course of training by getting the child to relax and 
putting him at ease. The relaxed, happy child, 
busy with toys, and having acquired correct habits 
of posture and breathing, is in better condition to 
undertake specific speech training than when he 
comes directly from home or school and is in a 
tense, excited, nervous state. Beginning with pic- 
tures, possibly from the child’s own ABC book, we 
undertake to make a speech-picture book, stressing 
the sounds on which the child has difficulty, finding 


pictures and toys to represent those different sounds, 


Grapes (gr) 


for hand, tongue, jaw, and mouth are closely co- 


Three cards of a set used in teaching speech. Name of each picture is on back with phonetic 
and dictionary symbols. Set was devised by the author and is published by C. H. Stoelting Co. 


and gradually promoting the acquisition of the 
correct patterns of movement to displace the wrongly 
developed ones. 

It is best to-begin with easy—words; including 
names of objects or actions with which the child is 
familiar, and names or words such as verbs (action 
words) to convey meanings of whatever is taking 
place in his environment. Muscular in-co-ordination 
may thus be overcome with a little persistence and 
patience. We must understand that with a little 
child, between the ages of one and a half and two 
years, efforts at talking create so much difficulty 
that he becomes highly emotional; the effort seems 
to upset his nervous co-ordinations more than is 
generally realized. The strong emotional or feel- 
ing attitudes seem to override his mental life, and 
this is apparent in disturbed vocalization and speech 
patterns. 

I have worked with several children whose fam- 
ilies have lived abroad for a short period just at the 
time when the child was beginning to master the 
English language. Plunged suddenly into a new 
speech environment and hearing totally new sounds, 
which to the child were without meaning, the in- 
fant became emotionally disturbed. Gradually he 
adjusted to the new language situation; he learned 
meanings of works and began to “store” them in his 


_ brain. Then, when the family returned to America, 


and the child again had to adjust to another lan- 
guage, the effort caused a feeling of frustration, 
mental disturbance, and language conflict resulting 
in stuttering, because he had to unlearn the most 
recent language engrams and return to the original 
ones. This is enough to disturb any small child 
who is just learning to talk. 


Sensory Impressions as an Aid 


The sensory and motor speech areas in the brain 
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ordinated and somewhat adjacent. In working with 
handicapped children we have found that working 
with the larger muscles often leads to the stimula- 
tion of the finer, accessory ones, and so training of 
the hand, arm, and foot movements may aid in 
learning to talk, as appropriate gesture not only 
helps to free areas related to the centers for these 
movements, but teaches the child word meanings, 
dramatizes the situation, and stimulates in him the 
desire to talk. Sensory sedation is especially im- 
portant in dealing with spastics, and it is best for 
child and worker to be by themselves much of the 
time. However, the mother should be taught how to 
carry on the lessons at home. 

Music, phonographic recordings, radio, stories, and 
poems are useful. Some stutterers are helped by im- 
mediately translating the words of the song into 
spoken language, as they do not stutter in sing- 
ing, and suggestion of smooth, fluent speech may 
sometimes be carried over successfully into spoken 
language. The speech worker should co-ordinate 
work closely with that of the doctor, physiother- 
apist, or whoever is in charge of the child’s re-edu- 
cation, and the mother should be trained to follow 
up the work at home. 

Lowman comments on the high percentage of 
speech faults founc among children with brain in- 
volvement of prenatal and congenital origin, or 
from illnesses or serious accidents. He would co- 
ordinate gestures with articulate speech, to teach 
the child meaning or significance of spoken speech. 
For this reason we have worked with the physical 
therapist in developing many “action poems” and 
games. The body is freed from unnecessary tension, 
as hands or arms are moved in accompaniment with 
appropriate words or songs. 


The Moto-Kinaesthetic Method 


One of the most useful and practical methods, 
especially with cases of delayed speech or infan- 
tile preservation of sounds, is a directive procedure 
called the Moto-kinaesthetic Method. Sensory im- 
pressions received by eye and ear are not always 
sufficient to stimulate the child to form correct pat- 
terns of movement. Such work, at the Hill-Young 
School of Speech in Los Angeles, and later carried 
on at the University of Denver for pre-school chil- 
dren with speech defects, has been widely recog- 
nized as the logical method of helping children to 
talk, when they seem unable to learn by the usual 
audio-motovisual stimulation. 

Assuming that corrective speech may be ap- 


proached from the standpoint of the physical mech- 
anism, and that motor, mental, and emotional 
angles must all be considered, Edna Hill-Young has 
worked out this method, based upon years of ex- 
perience with pre-school-age children having speech 
defects or delayed speech. She has had similar suc- 
cess in dealing with aphasics, paralytics, and adult 
lispers and stutterers, although she has centered 
her work about the child of the pre-school age. 

She employs a system of definite, co-ordinated 
movements used by the trainer to help the child 
to form the correct patterns of movement necessary 
for forming the serial order of muscle adjustments 
used in saying any word. The child does not ac- 
quire the sounds by the “letter” process, for he 
might never learn to fuse the initial vowel or con- 
sonant to the adjacent or following sound. In- 
stead, he acquires the first element in the word, by 
fusing the initial consonant and vowel, as in saying 
the word cat, he may say first “Ca-” adding the 
third element, the t, a fraction of a second later, 
after he has mastered the two initial elements nec- 
essary for gliding from beginning to end of the 
word with proper timing, and co-ordination of 
movement, since the sounds must harmonize or 
blend with no break between. ; 

Actually, muscles begin to move on into posi- 
tion for the second element in any word, even be- 
fore the first sound has been completed. The child 
does not produce the word by sounding out the 
separate letters. Instead he fuses the first sound into 
the second and so on to the end of the word, blend- 
ing consonants to the following vowels as he goes on. 
This is why his memory is not always accurate in 
saying a new or long word; he has not had sufficient 
practice in speech to distinguish easily between 
similar sounds. He may therefore say “thithter” for 
sister, or “balentine” for valentine, “dis” or “dat” for 
this or that. He must learn to feel, as well as to 
hear and see how different sounds are produced 
in forming a whole word correctly. This requires 
vigilance, intelligence, and time. The child shows 
jov and eager excitement, as he learns for the first 
time how to produce those sounds which have 
baffled him for so long as to make him highly emo- 
tional, unhappy, and distraught in speech situations. 

Children like nursery rhymes, and we have used 
many of them with younger children, with accom- 
panying movements of hands, wrists, arms, head, or 
feet. The adult leads and the child follows, pro- 
nouncing usually only simple key words in each 
line, as directed by the teacher. The old game 
“Simon Says” is used in this way, for wrist-hand- 
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finger movements. Many selections are used from 
Mother Goose and a variety of sources which ap- 
peal to children, the teacher assisting in the di- 
alogue by saying the difficult words. The child 
after several lessons begins to master some of the 
harder words. Memorization is not stressed. 

In a similar way, poems, dramatizations, and 
prose readings are used with adults, who fill in by 
the completion method, as the teacher indicates, 
while they learn to master words or sounds pre- 
viously thought to be too difficult, or which have 
not been correctly sounded. 

Speech workers are employed by the Veterans’ 
Administration in the re-education of war-injured 
speech patients. There is no doubt that the need 
for such work will increase after the present war. 
The American Speech and Hearing Association, at 
its recent convention in Columbus, Ohio, showed 
important new films on aphasia, illustrating theories 


of aphasia and methods of training. These repre- 
sented the work of Dr. J. M. Nielssen and of D. 
Shultz, speech pathologist, at Birmingham Hos- 
pital, Los Angeles. Centers for training military 
personnel and civilians are now established in many 
large cities and state departments of rehabilitation. 
In California we are making it possible for the 
adult to improve his vocational opportunities and 
expertness through speech training, in instances 
where such training is needed. The inclusion of 
speech training as a form of neurologic service is 
of greatest importance in restoring self-confidence, 
social adaptation, usefulness, and a feeling of greater 
efficiency and value to the community, in persons 
suffering from a war injury, coupled with speech 
disorders. This is also true of civilians in the or- 
dinary walks of life who may wish to improve 
their social or economic status by removing a speech 
defect which impedes their advancement. 


reactions were noted. 


In Southwestern Medicine, September, 1950, M. H. Leonard, L. W. Breck, and W. C. Basom 
reported on a bone bank which they have been using. They store all excess bone removed at 
operations and keep it at —18° C. Such bone can apparently be used successfully. It behaves 
much as does bone taken from the patient in hand. No postoperative infections or foreign body 


NEWS ABOUT EOSINOPHILS 


Durinc recent years a good deal of information has been obtained in regard to the eosinophils 
and the way in which they are influenced by hormones. Much of this information is summed 
up in an editorial in the Annals of Internal Medicine for October, 1950. 

The way in which a patient with rheumatoid arthritis reacts to ACTH or Cortisone is often 
reflected in the behavior of his eosinophils. According to the editorial there are at least four 
hormones which are now known to depress the level of circulating eosinophils—insulin. Adrena- 
lin, ACTH, and 11,17-oxysteroids. Since insulin stimulates the liberation of Adrenalin, and 
since it is believed that Adrenalin stimulates the pituitary gland to produce ACTH, it is theo- 
retically possible that all four hormones influence the eosinophil level through the same final 
mechanism. As yet, just what this mechanism is is not known. 
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BY DAVID H. ALLEN, M.D. 
Wichita Falls, Texas 


Radiotherapy in Malignant Disease 


In classifying malignant tumors in relation to radiation treatment, there are 


lesions in which radiotherapy is the principal treatment of choice, those in which 


radiotherapy and surgery are both of value, those in which radiotherapy is indicated 


Tue NEED for adequate cancer therapy each day be- 
comes a more pressing problem. At the same time 
the development of new therapeutic techniques, 
and the alteration and extension of old ones, makes 
the choice and administration of the proper form 
of treatment more complicated. This situation in 
turn makes teamwork between the family physician, 
and the internist, surgeon, radiologist, and patholo- 
gist essential to the proper treatment of malignant 
disease. Therefore, in order to prevent needless loss 
of time and effort and to promote maximum co- 
operation, it is desirable for each member of the 
team to clarify and delineate the problems, poten- 
tialities, and limitations of his particular method. 

The willingness of most radiologists to undertake 
palliative therapy on certain incurable lesions has 
led to the erroneous conclusion by many doctors 
and lay people, that radiologists desire to treat all 
tumors by x-ray and radium. On the other hand, 
our surgical colleagues sometimes are accused of 
wanting to treat all lesions surgically. It cannot be 
denied that there are experimental workers in both 
fields who are constantly striving to extend the 
usefulness of their method. These are frequently 
well-known men of previous noteworthy accom- 
plishment who speak well and write prolifically. Be- 
cause of this, they create an impression, often inad- 


because of its high palliative value, and those in which surgery alone is indicated. 


vertently, that experimental methods represent the 
currently accepted treatment of choice. 

We should not be led into the mistaken idea that 
irradiation and surgery are generally competitive. 
In the vast majority of lesions, the indications for 
one method or the other are quite clear-cut. In 
some sites the choice is one of preference, con- 
venience, or ease of application. Only in a few sites 
is there real controversy. Frequently, in these sites, 
the results of each method are uniformly good, and 
this leads to competition, as in tumors of the skin. 
Or results are uniformly bad, leading to a desire to 
try new methods. Let us not confuse what the 
radiologist wants to treat for a cure with what he is 
willing to attempt to treat for palliation. 

Before discussing specific lesions some mention 
of radiosensitivity should be made. I know of no 
word that is used more loosely or is more generally 
misunderstood. Many pathologists, after noting the 
degree of anaplasia of the tumor, make some com- 
ment concerning the radiosensitivity of the lesion. 
This observation may or may not prove to be cor- 
rect, but all too often the referring physician trans- 
lates this presumed radiosensitivity into an assess- 
ment of curability. Radiosensitivity, however, is not 
the same as radiocurability. The two are not inter- 
changeable and are actually quite different. 
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Few of the tumors of greatest radiosensitivity are 
curable. Examples of this are neuroblastoma, leu- 
kemia, chorionepithelioma, Hodgkin's disease, 
lymphosarcoma, and Wilms’ tumor. These tumors 
are very sensitive, being destroyed locally by rela- 
tively small doses of x- ray, and. yet they are rarely 
curable. The greatest group of radiocurable lesions 
comes from the tumors of moderate and limited 
sensitivity. Squamous-cell carcinoma is not a sen- 
sitive lesion. Its eradication requires large doses of 
irradiation—often to a level approaching tissue tol- 
erance. Nevertheless, squamous-cell carcinomas of 
skin, lip, tongue, and cervix make up a very large 
portion of radiotherapeutic cures. 

The natural growth characteristics of tumors are 
of great importance in determining curability. Sen- 
sitive lesions often do not remain localized but in- 
stead grow rapidly and disseminate widely, thus 
Fac- 
tors such as ease of early diagnosis, accessibility to 
treatment, type of tumor bed, size and extent of 
lesion, the presence of distant or regional metastases, 
the presence of infection, the general condition of 
the patient, and the nature of any previous attempt 
at ther rapy are of more importance in assessing cur- 
ability than is radiosensitivity per se. 

When the location, histology, and extent of 
growth of the lesion in a new cancer patient have 
been adequately determined by biopsy, and clinical 
and laboratory examination, we are faced with sev- 


reducing or eliminating the chance for cure. 


eral decisions. 

First, is any treatment justified? Certainly, we all 
see cases where treatment is of no value and is a 
needless drain upon the patient's remaining vitality. 

Second, if treatment is advised, should it be pal- 
liative or curative? This cannot always be deter- 
mined preoperatively in lesions treated surgically. 
In lesions to be treated by radiotherapy, however, it 
is important to make this decision before treatment 
is started, since adequate curative radiotherapy is 
a radical form of treatment and may cause the pa- 
tient as much or more discomfort than radical ex- 
cision. Concerning radiotherapy, Paterson has said, 
“Curative therapy is usually palliative even when 
it fails in its main objective, but palliation does 
not of itself justify the process of radical therapy 
which has only one justification—a chance of cure.” 
Having once embarked upon curative therapy, se- 
vere reactions must not be considered as improper. 
If on the other hand palliative treatment is chosen, 
then treatment can be carried out without serious 
side effects. 

The third decision to be made in a new cancer 


patient is: If therapy is indicated, what method 
should be employed? x-ray? radium? surgery? or a 
combination? 

It is with this question that the remainder of the 
discussion is primarily concerned. This classifica- 
tion of lesions is designed as a guide to the choice 
of treatment methods, and is not a guide to the 
probability of cure. The style is patterned after one 
by Ralston Paterson of Manchester, England. Modi- 
fications have been made so that it will conform to 
new trends and current American ideas. 


When Radiotherapy Is the Choice 


The first group includes those lesions where 
radiotherapy is the principal method of treatment. 
An outline follows: 


A. SENSITIVE TUMORS: 
I. EMBRYONAL ORIGIN 

a. Seminoma of testicle 

b. True embryonal tumor of ovary 
. RETICULOENDOTHELIAL ORIGIN 

a. Lymphosarcoma 

b. Reticulum-cell sarcoma 

c. Hodgkin’s disease 


d. Leukemia 
Ill. PLASMOCYTOMA (MULTIPLE MYELOMA) 
IV. NEUROBLASTOMA INCLUDING MEDULLOBLASTOMA 
Vv. ANAPLASTIC TUMORS OF DEBATABLE PATHOLOGY 
a. Lymphoepithelioma 
b. Tumors arising in the basisphenoid region 
B. TUMORS OF LIMITED OR MODERATE SENSITIVITY IN AC- 
CESSIBLE SITES: 
1. Carcinoma of skin—particularly face—basal and 


mous 
. Carcinoma of tongue and lip 


squa- 


Carcinoma of uterine cervix 

. Carcinoma of anus (small) 

. Carcinoma of bladder—(small or in critical area) 
. Carcinoma of larynx—cord and epiglottis 

- Carcinoma of tonsil, pillars, and pharynx 
. Cylindromatous carcinoma of salivary origin 
. Pituitary adenoma 

Carcinoma of vagina 


WWD 


— 


In a few of these, the primary focus may be re- 
moved surgically, although this is only a minor part 
of the therapeutic problem, the postoperative treat- 
ment representing the major attack. The chief 
chance of cure rests with radiotherapy. Removal of 
the testicles for seminoma is an example of this 
type of therapy. 

Group IA are sensitive tumors. Treatment usually 
requires irradiation of a large volume of tissue. In 
spite of their sensitivity, cure of the tumors in this 
group is a rarity. 
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Group IB is made up of lesions of limited or 
moderate sensitivity in accessible sites in which 
radiotherapy is the treatment of choice. Some small 
lesions of this group (IB) may be successfully 
treated by surgery. More often, however, they are 
so far advanced that irradiation offers as good or 
better chance of cure with less mortality, less mor- 
bidity, better cosmetic results, and less economic 
loss. Although surgery is not indicated for original 
treatment, it often provides the best method of 
making a second attempt at cure if irradiation fails. 


Radiotherapy and Surgery Both of Value 
Group II is made up of lesions for which both 


irradiation and surgery have curative therapeutic 
usefulness. In some, the methods may be inter- 
changed, while in others one method is an adjunct 
to the other. An outline follows: 


A. PREDOMINANTLY SURGICAL 


1. Carcinoma of breast 

2. Metastatic carcinoma of lymph nodes 

3. Tumors of parotid 

4. Carcinoma of thyroid 

5. Liposarcoma—retroperitoneal 

6. Carcinoma of vulva 

7. Carcinoma of buccal mucosa, palate and gums (upper 
and lower) 


B. SURGERY AND RADIOTHERAPY USED TOGETHER OR AS 
ALTERNATIVES 

. Carcinoma of corpus uteri 

. Wilms’ tumor 


. Carcinoma of penis and scrotum 

. Carcinoma of skin of trunk and limbs 

. Benign giant cell tumor 

Carcinoma of esophagus (rotational therapy) 
Ewing’s sarcoma 

Osteogenic sarcoma 

. Retinoblastoma 

. Carcinoma of maxillary antrum 


Group IIA enumerates tumors for which surgery 
is the primary method, and in these x-ray plays a 
secondary role. For instance in early carcinoma of 
the breast, surgery is the major weapon. X-ray, how- 
ever, becomes progressively more important as the 
lesion becomes more extensive, first in the form of 
postoperative therapy and finally, in large lesions 
outside the limits of operability, it is the sole treat- 
ment of choice. 

Some of the neoplasms in Group IIB are best 
treated by a combination of surgery and irradiation 
while with others, the methods may, under certain 
conditions, be interchanged. Additional comment can 
be made on certain lesions in Group IIB. 


GP @ June, 1951 


Endometrial carcinoma or carcinoma of the cor- 
pus uteri deserves special mention since the best 
results generally are obtained by intracavitary radi- 
um followed by surgery with external x-ray to fol- 
low only if the lesion has reached the subserosal 
areas of the uterus or progressed beyond the uterus. 

In Wilms’ tumor, it is hard to be sure which part 
of the combined therapy carries the major thera- 
peutic load. Some advocate preoperative x-ray ther- 
apy while others equally strongly advocate postop- 
erative therapy. All authorities agree that surgery 
and x-ray are both an integral part of the treatment. 

Carcinoma of the skin of the trunk and limbs is 
a somewhat different problem from that presented 
by the same lesion on the face. When the lesion 
is below the neck, it is easier to remove surgically, 
the cosmetic result is not so important, and the 
tumor is more malignant—more apt to develop dis- 
tant metastases. 

Benign giant-cell tumor has often been and can 
be successfully treated by x-ray, but in feasible 
sites surgery is the treatment of choice. Where sur- 
gical removal will produce serious malfunction, 
however, x-ray is of great value. 

Carcinoma of the esophagus, when operable, is 
properly treated by surgical methods. Unfortunately 
this group is discouragingly small. X-ray therapy 
gives good palliation when administered in the 
conventional manner, but the results of “rotational 
therapy” are much better. During treatment by this 
method, the involved portion of the esophagus is 
centered in the x-ray beam over the axis of a chair. 
The chair is then turned slowly so that it makes 
one complete turn during each treatment. This 
spreads the treatment over a large band of skin en- 
circling the trunk, but at all times the esophagus 
is receiving the central beam. The results, particu- 
larly those obtained in Europe, suggest that in the 
future this form of x-ray may become the treatment 
of choice. 


Palliative Value of Radiotherapy 


Group III overlaps the previous groups and the 
group to follow because they are intended to indi- 
cate the best curative method, while this one rep- 
resents a listing of lesions for which radiotherapy 
offers especially effective palliative results. The list 
follows: 


1. Carcinoma of esophagus 


2. Carcinoma of bronchus 
3. Carcinoma of bladder 
4. Malignant ovarian tumors (some) 


7% 


. Seminoma 

. Brain tumors 

. Metastases to bone but not to liver 

. Carcinoma of thyroid 

. Metastases to lung from known sensitive lesions 


When Radiotherapy Is Contraindicated 


Group IV consists of a large group of lesions for 
which radiotherapy is of no significant value and 
surgery is indicated. 


A. SURGERY ALONE 
1. Extrinsic carcinoma of the larynx 
. Postcricoid carcinoma 
. Brain tumors 
. Fibrosarcoma 


Moli + 


. Various mixed sarcomata 
Chondro-, 
domyo-, Sarcoma 


Neuro-, Myxo-, Myo-, Leiomyo-, Rhab- 

. Carcinoma of stomach, small intestines, colon, and rec- 
tum 

. Carcinoma of prostate (hormones) 

9. Most carcinomas of ovary 


10. Carcinoma of lung 


. RADIOTHERAPY CONTRAINDICATED 
1. Metastatic carcinoma of liver 
2. Metastatic carcinoma to lung except 
from known sensitive lesions 
3. Terminal or incurable carcinoma without 
severe symptoms requiring palliation 


*indicates lesions in which radiotherapy is specifically con- 


traindicated. 


The Most Common Malignant Lesions 


Following is a summary list of the ten most com- 
mon malignant tumors and some average absolute 


five-year cure rates. 


lesion 
1. Carcinoma of stomach . 


2. Carcinoma ofiung .... 


3. Carcinoma of prostate 
4. Carcinoma of bladder. . 


treatment 
Surgery 
Surgery 


. Surgery 
. Surgery or 


radiotherapy 

5. Carcinoma of colon . . . . Surgery 
6. Carcinoma of rectum .. . Surgery 
7. Carcinoma of corpus uteri. Surgery and 
radiotherapy 
8. Carcinoma of cervix. . . . Radiotherapy 
9. Carcinoma of breast . . . Surgery and/or 

radiotherapy 
. Radiotherapy or 95% Basal* 

surgery 80% Squamous* 


*These cure rates apply to either method of treatment 


10. Carcinoma of skin 


Since they are absolute rates, they are lower than 
are frequently quoted. The treatment of choice, ir- 
radiation or surgery is also indicated. From this it 
is apparent that radiotherapy is important in only 
five of these although most of them show relatively 
good cure rates. 


a sick man than a criminal. 


THE AGED AND AILING 


by their families and their communities. 


ALCOHOLIC REHABILITATION 


Ca.irorniA now has the first county jail in which there is a clinic for the helping of alcoholics. 
This is the first time in history that penologists have recognized the fact that a drunkard is more 


Nortn Daxora recently discovered that one-fourth of its hospital beds were occupied by chroni- 
cally ill people over fifty years of age. It was found, also, that among the principal causes that 
threw these people into this state of existence were lack of work, lack of interests, and rejection 
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Eugene, Oregon 


and durable. To do this, two techniques have been developed—the open method of 


BY DONALD B SLOCUM, M.D. 


The objective of amputation surgery is to create a stump that is comfortable, functional, 


amputation and the closed method. The open amputation is a temporary procedure designed 


to thwart active or potential sepsis on the basis of drainage. In contrast, the closed 


amputation is a final procedure intended to create a satisfactory stump. 


TE surgical amputation of all or part of any ex- 
tremity may be undertaken to save life, to improve 
function, or for the sake of cosmetics. It is obvious 
that there may often be extenuating circumstances 
which may dictate for or against the advisability of 
an amputation procedure, such as the general 
physical condition, the mental condition toward 
amputation, economic status, and occupation. Many, 
whose occupations require the use of a particular 
extremity might prefer to face a long series of re- 
constructive procedures if there is any hope for the 
eventual rehabilitation of the part, rather than 
undergo amputation and be forever unable to con- 
tinue in their chosen field, for example, a violinist 
whose fingers are severely traumatized. On the other 
hand, many to whom the particular extremity is not 
essential in their work would prefer its amputation 
so that they can return to work without a long 
period of unremunerative idleness. 

There is one condition, however, under which no 
such circumstances can be weighed, and that is loss 
of blood: supply to the part; then the limb cannot 
be saved and amputation must be performed regard- 
less of other factors. That is the one “rule of thumb” 
—“When the blood supply is lost, amputate.” 


No matter what the cause for an amputation 
(except for the one done for purely cosmetic 
reasons), the ultimate goal is to provide some man- 
ner of substituting for the function of the lost part. 
In the minor amputations—those through the meta- 
tarsals or any point distal thereto in the foot, and 
those through the metacarpals or any point distal 
thereto in the hand—there will be no need for an 
artificial limb and the functional qualities of the 
stump itself are of primary importance. In the major 
amputations—those which lie proximal to the points 
noted above—a prosthesis is the only means of sub- 
stituting for the function of the lost part, and the 
surgeon’s aim should be to create a stump which can 
comfortably support and activate the artificial mem- 
ber and withstand the trauma of use within it. 

Experience has shown that there are certain 
attributes which every stump should have: The 
surgical scar should be linear, well healed, and non- 
adherent, and should lie transversely across the end 
of the stump, or just proximal to it in the case of 
end-bearing amputations. The skin should be freely 
movable, fit snugly under normal tension over its 
distal end, and have normal tone and sensation. 


There should be no puckering, deep skin folds, “dog 
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ears”, or redundant masses of skin and muscle. 
Circulation should be normal and edema absent. 
There should be no pain or tenderness, and the 
joints should have a full range of motion, un- 
restricted by contracture and activated by well- 
balanced, powerful muscles. 

The stump should be tailored to a smooth, even 
contour: If amputation is performed through the 
continuity of the bone, it should gently taper in 
shape; if severance is carried out through the distal 
end of the bone as in the end-bearing amputations 
of the lower extremity, it should present a broad, 
smooth, weight-bearing surface. The bone end 
should fall at the site of election (that point, ex- 
perience has proved, at which severance results in 
the most functional stump) or within the area of 
election (the adjacent area just proximal to the site 
of election). At these levels the tissues afforded for 
padding and integument are best suited to the 
trauma of use, and the resultant stump length is 
that which provides the most effective lever arm 
and is the most readily fitted by a sightly prosthesis. 

In the lower extremity, the ideal level for 
amputation falls at a point ten to twelve inches 
below the tip of the greater trochanter for thigh 
amputation, in the supracondylar or epicondylar 
area for end-bearing amputations of the thigh, five 
to seven inches below the upper border of the tibia 
in leg amputations, and immediately above the 


articular surface of the tibia in the Syme amputa- 
tion. In the upper extremity amputation of the 
upper arm falls ideally at the supracondylar level, 
and in the forearm, at the junction of the middle 
and lower thirds. 


Artificial Limbs 


The surgeon must have a rudimentary knowl- 
edge of artificial limbs if he is to create a stump 
which will function in the prosthesis as it is sup- 
posed to do. In the upper extremity the limb is sus- 
pended from above by a harness. The end of the 
stump bears no weight and, except in amputations 
about the wrist, does not have to come in contact 
with the end of the socket. The positioning of the 
limb is dependent on the stump itself, while the 
activation of the hook or artificial hand is depend- 
ent upon the power transmitted to it from the 
opposite shoulder through a pull-cord. Actually the 
upper extremity prosthesis is no substitute for the 
complicated neuromuscular functions of the normal 
arm, but through efficient training in its use, it may 
become of great assistance in grosser functions and 
bimanual activities. 


In the lower extremity, the prosthesis substitutes 
fairly well in stance and gait for the normal leg. 
There are two general types of limb: (1) those 
which bear the body weight on the bottom of the 
socket, thus bringing the pressure against the end of 
the stump, as in the Syme amputation and end-bear- 
ing amputations of the thigh, and (2) those whicii 
bear weight on the upper regions of the socket, 
causing the pressure to fall upon a bony support, 
such as the metaphyseal flare of the upper tibia or 
the ischial tuberosity in the thigh stump. In the 
latter instance, the end of the stump falls well above 
the end of the socket so that it will not be chafed or 
bruised by the up-and-down piston motion which 
occurs as the leg is raised and lowered as each step 
is taken. 

Since it is apparent that the objective of amputa- 
tion surgery is to create a stump that is comfortable, 
functional, and durable, two general methods of 
amputations have been developed: the open method 
and the josed method. 

The epen ampucaticn is a temporary procedure 
designed to thwart active or potential sepsis on the 
basis of wide-open drainage, thus preventing exten- 
sion of infection and breakdown of the wound 
which would inevitably result in the loss of valuable 
length and would sometimes threaten the general 
health of the patient or even his life. In contrast, 
the closed amputation is a final procedure intended 
to create a stump in its final form which approaches 
the ideal as nearly as possible. 


Open Amputation 


Open amputation is one in which the skin is not 
sutured over the end of the wound after the limb is 
severed. Its purpose is to remove the limb in such a 
manner that it will prevent the spread of infection, 
afford wide-open drainage, and, whenever possible, 
to leave enough length so that a functional final 
stump can later be formed. It is indicated whenever 
sound surgical judgment dictates against the forma- 
tion of a final stump and wound closure in 4 
severely traumatized, or actually or potentially in- 
fected field. The bone level is the lowest point com- 
patible with control of infection. Open amputation 
is always a temporary amputation which is followed 
by final repair. 

Circular open amputation is the procedure of 
choice under most circumstances. Wide-open drain- 
age is afforded, dead space is eliminated, necrotic 
tissues are removed, bone and soft tissue infection is 
avoided, and valuable bone length is preserved. 
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FIGURE 2. Open amputation of the upper arm which served as useful 
stump without further revision. 


carried on throughout to 
aid in the elimination of 
edema and to shape the 
stump. 


FIGURE 3b. Same below- 
knee stump following 
final repair by plastic re- 
vision. Note the linear, 
freely movable, trans- 
verse scar immediately 
posterior to the tibia. 
Open amputation is al- 
ways carried out at the 


lowest possible level consistent with the removal of a diseased or trau- 
matized extremity. In this instance, valuable length was preserved 
within the area of election resulting in a stump of ideal length. Had 
amputation of a final type been done as a primary procedure, a level at, 
or above, the knee would have been necessary to obtain tissues com- 


patible with healing. 


FIGURE 3a. Typical circular 
(sleeve type) open amputation 
after preparation of the stump 
for final surgery. Stockinette 
traction was used +o pull the skin 
over the end of the stump where 
it became fixed by circumferen- 
tial scar about the small remain- 
ing area of terminal granulation 
tissue. Whirlpool therapy was 
used to cleanse the open wound 
and to improve the circulation in 
the stump. Elastic bandaging was 


The principles of technique include the follow- 
ing points: A tourniquet is applied and a circular 
incision is made through the skin at the most distal 
level at which infection may be eliminated, and the 
skin is allowed to retract. The muscles are divided 
at the level of the retracted skin. Bone is transected ° 
at the level of the retracted muscle. No periosteal 
cuff is formed. Nerves are cut so that they lie just 
above the surface of the wound. Hemostasis is 
secured. A petrolatum-jelly gauze dressing is placed 
over the wound, and stockinette skin traction is 
applied and maintained until scar tissue fixes the 
skin against retraction and maximum skin length 
has been obtained. 


Closed Amputation 


The purpose of closed amputation is to create an 
amputation stump in its final form capable of with- 
standing the trauma of everyday use. By and large, 
operative techniques have undergone no major basic 
changes in the past several decades, but there has 
been a trend toward simplification of the surgical 
procedures and the better shaping of the amputa- 
tion stump to fit within the artificial limb. This has 
been the result of the application of sound surgical 
principles, a better appreciation of the care and 
handling of tissues, and a more thorough under- 
standing of the relationship of the amputation 
stump to the artificial limb. There are certain prin- 
ciples in final amputation surgery. 

The operative field must be clean. The skin 
should be free of all foreign materials, crusts, and 


FIGURE 4a. Atypical open amputation of the leg below the 
knee. Lateral extensions of the wound were necessary for 
drainage following the debridement of several traumatized 
soft tissues. At the time of revision the skin was soft and 
pliable, no draining sinuses or necrotic bone were present, 
and the wound was covered with firm, cherry-red granu- 
lations (below, left). 


FIGURE 4b. Same case following revision of the stump. 
Note that full length was preserved within an area of elec- 
tion. To have carried out final amputation as a primary 
procedure, would have meant loss of the extremity above 
the knee (be'ow). 
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FIGURE 5a. Healed open amputation distal to the area of 
election below knee. 


FIGURE 5b. Same case after reamputation at ideal level. 


blemishes. Tissues must have good circulation, should 
not be boggy or edematous, and should be free 
of infection if sound wound healing is to take place. 

In the fresh open wound, all necrotic and severely 
damaged tissue must be debrided to a point where 
all contaminated structures are clean and only , : 
normal healthy tissue remains. If such debridement ee 
cannot be done without loss of valuable length with- 
in an area of election, if the area cannot be satis- 
factorily cleansed, or if the tissues do not appear 
healthy, it is better to perform an open amputation 
and delay final closed amputation until a later date. 

In open amputation which has been prepared for 
aa final surgery, the stump should present a perfectly 
: normal surgical field. It must be free from edema 
and infection, the skin must be soft and pliable, and 
its terminus must be covered by healed scar or a 
clean, firm, cherry-red, granulating surface. This 
state is attained by debridement and elimination of 
deep infection, elevation of the stump, dakinization, 
whirlpool baths, and saline dressings. The open 
granulating area need not be covered with tem- 
porary skin grafts. Strict aseptic technique is fol- 
lowed through the operation. 

In a clean operative field such as is found in 
amputation well above an infected or potentially 
infected field—as is amputation for tumor or re- 
amputation—the tissues should be normal and 
healthy and the skin clean and free from dermato- 
logic affections. 

A tourniquet should be used routinely except in 
peripheral vascular disease. This insures a clean op- 
erative field and minimizes blood loss. Prior to the 


FIGURE 6. Useless surgery. Skin grafts on a stump where 
a prosthesis is to be worn are universally unsatisfactory. 

The anesthetic qualities, texture, and fixation of the skin 
eventually leads to its breakdown and ulceration with the 
trauma of use within an artificial limb. 


FIGURE 7. Mid-metatarsal amputation. Amputation at this 
level results in the structural loss of the anterior weight- 
bearing pillar of the foot represented by the metatarsal 
heads. This loss is felt more keenly as higher levels are 
approached for the weight-bearing surface, and conse- 
quently, the breadth and stability of the forefoot are de- 
creased. 


FIGURE 8. Lisfranc’s tarsal-metatarsal disarticulation. This 
is the upper level of functional amputation in the foot. 
Above this level successful painless weight-bearing is so 
infrequent that it is routinely contraindicated. 
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FIGURE 9a. Syme amputation. This is the only amputation between the 
forefoot and the below-knee level which is satisfactory in routine use. 
It creates a stump which is broad and end bearing with plantar skin. 
The bulk of the prosthesis about the ankle joint restricts the use of 
this type of amputation to men. The Boyd amputation, in which mid- 
tarsal amputation is combined with excision of the talus and calcaneal- 
tibial arthrodesis is an alternative method to be used when the use of 
an artificial limb is not anticipated. 


FIGURE 9b. Same case showing the plantar weight-bearing surface. 


application of the tourniquet, an elastic bandage 
may be used to express the blood from the extrem- 
ity, provided spread of infection or a malignant 
growth will not be affected by its use. 


Providing a Good Skin Covering 


The provision of a good skin covering is the most 
important feature in the creation of a satisfactory 
stump. The skin must have normal sensation and 
mobility, and an adequate amount of subcutaneous 
fat. Anesthetic skin is subject to trophic changes 
znd ulceration, and is exceedingly susceptible to 
mechanical and thermal injury. The healed sur- 
gical scar should be flat, thin, and nonadherent, ‘ 
and should always be placed where least subject to ‘ 
pressure or tension. Flaps should be sutured under 
normal skin tension, for tight flaps tend to break 
down because of avascularity and tension while 
loose redundant folds of skin fit poorly in an arti- 
ficial limb. In creating skin flaps the incision should 
start at the bone level or slightly above it, and 


FIGURE 10. The below-knee amputation. The ideal stump 
length is between five and seven inches below the knee 
depending on the height of the individual. Weight is car- 
ried on the expanded metaphyseal flare of the upper end 
of the tibia and not on the end of the stump. The shape 
of the stump should be gently tapered, and the scar should 
lie transversely immediately posterior to the tibia. 


FIGURE 11. An end-bearing amputation through the distal 
end of the femur of the rounded epicondylar type (author's 
method). Amputations at this level are designed to carry d 
weight on the end of the stump. This has a distinct ad- 
vantage in that the socket of the artificial limb need not 
extend above a level several inches below the crotch; it 
has the disadvantage of a slightly poorer gait than the 
above-knee amputation due to the fact that there is not 
room for a knee mechanism within the artificial limb and 
simple side hinges must be depended upon for knee mo- 
tion. Gritti-Stokes and the supracondylar amputations form. 
a similar type of stump. 


FIGURE 12. The above-knee or thigh stump. This ampu- 
tation is designed for proximal weight-bearing upon the 
ischia’ tuberosity. No weight is carried upon the end of 
the stump which ideally measures ten to twelve inches as 
measured from the upper end of the greater trochanter of 
the femur. The stump itself is useful for the motivation of 
the artificial limb and for the retention of the prosthesis. 


FIGURE 13. Hip disarticulation. At this level the so-called 
tilting-table prosthesis is worn and weight is carried upon 
the ischia! tuberosity. In cases where a portion of the upper 
end of the femur may be retained, it is desirable to do so 
since this will create an irregularity in contour which is 
useful in controlling rotation of the stump within the 
socket of the artificial limb. 
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FIGURE 14. The ultimate goal of amputation surgery is the successful rehabilitation of the patient. The stump should 
be well formed, comfortable, durable and functional. The prosthesis should be comfortable and should be selected accord- 
ing to the needs of the individual. This below-knee amputee illustrates a truly useful artificial limb in which walking 


simulates the normal pattern of gait. 


should be long enough so that the combined length 
of the flaps is equal to the diameter of the limb at 
the level of amputation. 

Skin flaps are usually planned on the following 
basis: 

Amputations from the wrist distalward employ a 
long anterior and short posterior skin flap, so that 
the end of the stump is protected by thick, tough 
palmar skin. 

Amputations above the wrist level utilize anterior 
and posterior flaps of equal length. This places the 
scar in a terminal position where it will not receive 
pressure from the prosthesis, since only the sides of 
the stump are in contact with the socket. 

Amputations at or near the hip, utilize racquet in- 
cisions placed so that the scar falls on the anterior 
or lateral aspect of the stump. This keeps the scar 
well away from the weight-bearing ischial tuberos- 
ity and minimizes the danger of fecal contamina- 
tion. 

In the thigh some prefer flaps of equal length; 
others, including myself, prefer an anterior flap one 
inch longer than the posterior flap so that the suture 
line will fall well behind the bone end. 

End-bearing amputations of the distal end of the 
femur utilize long anterior and short posterior 
flaps to place the suture line well posterior and 
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above the weight-bearing area of the stump. 

In below-knee amputations, the anterior skin 
flap should be one inch longer than the posterior 
so that the suture line will fall well posterior to the 
bone. 

The Syme amputation requires a long posterior 
skin flap of plantar skin to cover the distal end of 
the tibia where weight is born. The scar falls an- 
teriorly above the weight-bearing surface. 

Skin grafts should never be used in major ampu- 
tations where they may be subject to pressure or 
weight bearing because of their tendency to break 
down under minimal trauma and because of their 
anesthetic qualities. 


The surgical objectives in the treatment of 
muscles are: (1) to provide adequate circumferen- 
tial padding for the bone to protect it from the firm, 
unyielding pressure of the prosthesis, and (2) to 
give the stump a slightly tapered contour, so that 
it may be well adapted to the artificial limb socket. 

Muscle is never used to cover the end of cortical 
bone, and the practice of placing large redundant 
muscle masses over the bone end is to be con- 
demned on the basis that it causes circulatory stasis 
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and adds unnecessary bulk to the stump. Muscles 
are divided distal to the saw line so that they will 
remain at that level after retraction. Any unnec- 
essary muscle bulk may be eliminated by the re- 
moval of muscle wedges or by skiving. If the muscle 
is transected too short, it will retract above the bone 
so that the distal end of the bone has no distal cir- 
cumferential padding and is covered by skin alone. 
When a flap of tendon or muscle is cut in the same 
pattern as the skin flap, no effort is made to sep- 
arate the two. The deltoid muscle is used in this 
manner in shoulder amputation and the quadriceps 
tendon in end-bearing amputations of the thigh. 


Periosteum and Bone 


The periosteum is divided circumferentially one- 
eighth of an inch above the intended bone level 
and reflected distalward with a pericsteal elevator. 
The removal of a large terminal cuff of periosteum 
is no longer practiced since it often led to terminal 
ring sequestra at the bone end and removed a 
source of attachment for circumferential muscle 
padding. The periosteum above the bone level 
should be preserved with meticulous care to mini- 
mize periosteal bony reaction and to aid in grouping 
the muscles about the bone end. 

The bone should be divided transversely to its 
long axis in all but end-bearing amputations; 
in the latter the bone is sectioned so that the cut 
surface lies parallel to the ground if the patient is 
assumed to be in the standing position. The medul- 
lary canal requires no special treatment. Hemostasis 
may be obtained by the use of pressure, small muscle 
tabs, or fibrin foam (or its equivalents). Bone wax 
is never used since it acts as a foreign body. The 
canal is never curetted. After sectioning of the bone, 
all sharp or projecting bony elements should be re- 
moved and the cut surfaces smoothed with a file. 
Finally all bone dust should be irrigated from the 


wound with normal saline. 


Nerves, Blood Vessels, and Closure 


Nerves should be isolated, pulled down gently, 
sectioned cleanly with a single stroke of a sharp 
knife, and allowed to retract upward into a bed of 
normal healthy tissue so as to lie one inch above 
the bone end. Pain arising from peripheral nerves 
has its origin in intraneural or extraneural scars, 
which, once established, may affect the nerve either 
through tugging and pulling upon the sensitive 
nerve end, or by strangulation of the nerve in scar 


tissue. Strong traction, rough handling, or chem- 
ical infiltration of the nerve are common causes of 
intraneural cicatrix; placement of the nerve end in 
a bed of scar tissue will lead to fixation. Painful 
neuromata and phantom limb pain are less likely 
when the nerves are treated by a simple section 
than when they are injected with sclerosing solu- 
tions, closed by a plastic technique, or buried with- 
in the bone. Large nerves like the sciatic may be 
ligated when they contain an accompanying blood 
vessel. 

Major blood vessels are doubly ligated with heavy 
plain catgut; minor vessels are ligated with a single 
strand of fine plain catgut. After removal of the 
tourniquet, hemostasis is completed. 

In closure, the skin is approximated by inter- 
rupted sutures. Tension sutures are never used. A 
drain is placed near the end of the suture line 
whenever the muscles have been extensively cross- 
sectioned to minimize the formation of a hematoma. 


Postoperative Care 


A dry dressing is applied. This is fixed by an 
elastic compression bandage which is wrapped over 
sheet wadding to distribute the pressure more 
evenly. Bony prominences such as the crest of the 
tibia, are always well padded to prevent localized 
pressure necrosis of the skin. Smooth, even compres- 
sion serves to minimize postoperative edema, elimi- 
nate dead space, and mold the stump. The patient 
is placed at absolute bed rest with the limb ele- 
vated (except in thigh stumps where flexion con- 
tracture of the hip is likely to occur) until healing 
has taken place. Early ambulation is not desirable 
after lower extremity amputations. Plaster splints 
are used in below-knee amputations to insure tissue 
rest and prevent flexion contracture of the knee. 

After forty-eight to seventy-two hours, the wound 
is dressed and the drain removed. The wound is 
not disturbed again until the twelfth to fourteenth 
day, when the dressing is changed and the stitches 
removed. Elastic bandaging of the stump is con- 
tinued until maximum shrinkage has taken place 
and the limb is ready for a prosthesis. 


Complications of Amputation Surgery 


Complications may arise following the final clo- 
sure of an amputation stump despite the most me- 
ticulous attention to surgical technique. Their im- 
portance lies in the fact that any element which 
contributes to an untoward result may impair the 
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future utility of the stump, delay recovery, or cause 
the patient to remove his prosthesis. 

Postoperative breakdown of the wound is usually 
the result of postoperative bleeding, infection, or 
errors in surgical technique. 

Massive hemorrhage should be suspected by the 
sudden onset of pain followed by swelling of the 
stump. It usually occurs the first few days follow- 
ing surgery and is the result of slipping of a liga- 
ture from the terminus of a major vessel. Packing 
and compression are of little avail; the patient must 
be taken to the operating room, the wound re- 
opened, and the bleeding vessel ligated. The wound 
is then repaired in its final form. Hematoma is the 
result of generalized oozing from transected sur- 
faces. Its presence indicates inefficient drainage. 
Treatment consists of opening of a small area of the 
wound and evacuating the fluid accumulation. 

Infection always results in a prolonged postop- 
erative course and frequently calls for secondary 
plastic procedures or reamputation. Its occurrence 
may be minimized by careful hemostasis and elim- 
ination of dead space at the time of surgery, and 
compression dressings, splintage, postural drainage, 
and penicillin postoperatively. Cellulitis is mani- 
fested by a warm, tender, swollen stump varying 
in color from dull red to bright pink. Treatment 
consists of chemotherapeutic drugs, elevation, and 
hot fomentations. Osteomyelitis may result from re- 
activation of an old infection in the bone or in- 
vasion of bacteria through the stump end. It mani- 
fests itself by abscess or sinus tract formation. Treat- 
ment consists of wide surgical drainage with re- 
moval of sequestra, necrotic bone, foreign bodies, 
and necrotic tissue. Hot packs, chemotherapy, and 
stab-wound drainage are of little avail. Deep soft 
tissue abscess is controlled by drainage; stitch abscess 
by removal of the offending suture; sinus tracts by 
excision and drainage. 

“Ulceration” is the term usually applied to small 
granulating areas along the suture line. It results 
from failure of primary healing of the operative 
wound or breakdown of an area of unsound scar. 
Treatment consists of elevation, tissue rest, and hot, 
wet packs until the granulating area is clean and 
the surrounding skin of normal texture. Healing by 
cicatrix will not permit the use of an artificial limb 
in most instances. Conservative excision and skin 
grafting result in temporary healing which breaks 
down with the use of a prosthesis. Proper treat- 
ment consists of block excision of the ulcer together 
with its scar tissue base which may extend to a 
depth of three-quarters of an inch or more. 
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The Amputation Stump 


Amputation stumps of improper length are the 
result of failure of the surgeon to select a bone 
level within the area of election. A short stump is 
usually ineffective for activating the prosthesis, is 
subject to contracture, and is often avascular and 
subject to tissue breakdown. An overlong stump is 
a no more effective lever arm than one of ideal 
length; it is often deficient in blood supply, and it is 
difficult to fit with an artificial limb. 

Errors in the formation of the amputation stump 
fall into two categories: (1) projecting bone, and 
(2) masses of redundant muscle or skin. 

When the bone projects beyond its circumferen- 
tial muscle padding to form a, pipe-like protrusion 
beneath the skin, the stump is said to be “conical.” 
Such a stump is difficult to fit with an artificial limb 
and is subject to blisters and abrasions from con- 
tact with the sides of the socket. In adults this is 
the result of failure to provide fixation of the 
muscles to the sides of the bone at the time of sur- 
gery; in children, it is due to the disproportionate 
growth of bone and skin. Bony prominences at the 
end of stumps are of particular concern in end- 
bearing stumps and are due to failure to round the 
bone end properly. Bony spurs arise from the cut 
surfaces of the bone and the adjacent periosteum. 
They are usually of little significance since they 
conform to the general shape of the stump. 

A redundant mass of skin and muscle at the 
stump end is undesirable for it fits poorly in the 
artificial limb where it frequently becomes bruised, 
chafed, and irritated; as a consequence, it is sub- 
ject to stasis, dependent edema, vascular insufh- 
ciency, and breakdown. The practice of placing ex- 
cessive amounts of soft tissue over the end of the 
stump has now largely disappeared. In the past it 
was carried out on the false premise that muscle 
afforded good padding to the stump end and in- 


sured: good circulation. 


Contractures 


Loss of joint mobility and the development of 
contractures may result in serious disability: the 
range of motion and power are decreased, the joint 
may be in an unfavorable position for motion, and 
limb fitting may be difficult or impossible. Soft 
tissue contractures may be adaptive or may be due 
to cicatrix. The adaptive shortening of soft tissues 
is the most common cause of stump contracture. It 


is due to poor positioning in the postoperative 
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period and is treated by physical therapy including 
stretching and exercises. Cicatricial contractures, un- 
less minor in nature, require surgical plastic cor- 
rection. Contractures of arthrogenic origin may be 
due to intra-articular adhesions or bony deformity 
following fracture or arthritis. 


Other Complications 


Circulatory disturbances may result from exces- 
sive scarring, peripheral vascular disease, or blood 
vessel trauma. Treatment is directed toward the 
underlying cause. 

Pain in an amputation stump may arise from in- 
fection, peripheral nerve irritation, or the phantom 
limb state. Infection is the most common cause. 
The distinctive features are that pain is present at 
rest, is associated with tenderness, and is aggravated 
by use of the prosthesis. In the early stages, the 
classical signs of inflammation may not be present 
when the infection is low grade and deep seated. 
Treatment is wide incision and drainage. Care is 
taken to place the surgical wound where it will 
result in the least harm to the future function of 
the stump. 

Peripheral nerve irritation is due to painful neu- 
romata and fixation of a nerve in scar. If pain relief 
is afforded by localized procaine injection, surgery 
is justified for the relief. Surgery is directed at sec- 
tioning the nerve at a level where nerve and sur- 
rounding soft tissues are normal and free from scar, 
and follows four general patterns: (1) simple ex- 
cision of neuroma, (2) excision of neuroma with 
local extraneural scar bed, (3) block excision of 
neuroma and diffuse extraneural scar, and (4) inter- 
ruption of the nerve proximal to the extraneural scar. 

The phantom limb phenomenon must be differ- 
entiated from the painful phantom limb state. 
Nearly every amputee has periods when the missing 
limb segment actually feels as though it is present 
although not particularly bothersome. Painful 
phantom limb is one of the most serious of ampu- 
tation sequelae. Pain is so severe that opiates often 
have little effect. The cause is unknown although 
pain is thought by some to be of peripheral nerve 
origin, while others believe it is of central nervous 
system or psychic etiology. Treatment has been di- 
rected toward neuroma resection, interruption of 
sympathetic pathways, severance of spinal pain 
pathways, and ablation of a portion of the sensory 
cortex. Each procedure has had occasional limited 
success, but in most instances the therapeutic at- 
tempts have been discouraging. 


Artificial Limbs 


An artificial limb or prosthesis should replace the 
lost limb segment as nearly as possible in function 
and appearance. There are three basic require- 
ments: it should be comfortable to wear, meet the - 
needs of the individual, and should be able to with- 
stand the trauma of use. 

In young healthy adults the limb may be fitted 
in eight to twelve weeks in the lower extremity and 
in six weeks in the upper extremity; in the older 
age groups and in debilitated patients this period 
often must be extended several months. Since time 
is a less important element than the actual condi- 
tion of the stump, examination should be carried 
out to determine its readiness for the artificial limb. 
It should be noted that: 

1. All traumatic and surgical wounds are soundly 
healed. An immature scar usually ulcerates or de- 
velops keloid when subject to pressure or friction. 

2. There is no pain on manipulation of the 
stump. Pain is a sign of nerve irritability and con- 
tinued aggravation may result in pain fixation. 
Phantom limb pain is not a contraindication to fit- 
ting; it frequently diminishes after use of a limb. 

3. Circulation is normal. Swelling, edema, skin 
discoloration, and coolness should be absent. In the 
presence of poor circulation, the restrictive influence 
of the prosthesis together with the up-and-down pis- 
ton action of the stump within the limb may result 
in further breakdown of the stump. 

4. No infection is present. 

While it is not within the scope of this paper 
to discuss the details of selection of a prosthesis, its 
mechanical construction, and its use, it should be 
stated that the limb should be chosen with care. It 
should meet the general needs of the amputee from 
the standpoint of his stump, his occupation, and his 
general status; and, of equal importance, it should 
be simple in construction and mechanical detail so 
that frequent repair will not be necessary and ad- 
justment and servicing will not be difficult or ex- 
pensive. 

The limbs for each level of amputation follow 
the same basic principles of design and construc- 
tion but vary as to fine mechanical detail and ma- 
terials used. The surgeon should work in close li- 
aison with the limb-maker in deciding the exact 
tvpe of prosthesis which the patient should wear, 
for the one’s knowledge of the condition of the pa 
tient and the peculiarities of the stump will supple- 
ment the other's insight into the technical problems 
and difficulties involved. 
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Preferably, the limb-maker should live in the vi- 
cinity of the amputee so that construction and main- 
tenance may be carried out with minimal cost and 
inconvenience. The materials which are used in 
the limb determine its weight, strength, and du- 
rability. They should be strong for their weight, and 
should not change shape with time, use, or stress 
loads. They should be chosen according to the age, 
strength, and occupation of the amputee. 

Ideal levels of amputation are determined upon 
the basis of functional use. A knowledge of the 
function of the limb, both with and without a 
prosthesis, and an appreciation of the kinesiology 
affecting the lever arm of the remaining limb seg- 
ment are essential for proper understanding. The 
levels at which function of the stump is most ef- 


of election proximally to the upper end of any limb 
segment, the function will progressively decrease. 

The diagram on page 57 reveals the amputa- 
tion sites in two categories: (1) The amputation 
sites commonly used. (2) Obsolete and occasional 
amputations. 

In the commonly used amputations, the shading 
represents the possible levels in diaphyseal amputa- 
tion. The end-bearing amputations are restricted to 
small bony areas. 

The occasional amputations are those used under 
special circumstances by experienced amputation 
surgeons. Many are as yet of experimental nature, 
and have not been proved. 

Obsolete amputations are those which have been 
demonstrated by past experience to be of little 


ficient are called the sites of election. From the site practical value. 


ADVANCES IN THE NATION’S HEALTH 
ImporTANT ADVANCES made along the health front in the United States during the last year 
are recounted in the 1950 annual report of the Public Health Service. Gains are reported by 
Surgeon General Leonard A. Scheele in the medical and related sciences, in the Nation’s health 
resources, and in State and local health agencies. 

Specific findings in medical and related research are listed, together with reports on progress 
made toward meeting the Nation’s needs for hospitals and health centers, toward increasing 
trained health personnel, and toward strengthening State and local health services. 

Vital statistics contained in the report show that the 1949 death rate followed the same de- 
clining trend which has been shown for the past 10 to 20 years. The death rate declined from 
9.9 per 1,000 population in 1948, to 9.7 per 1,000 in 1949. Although 3.7 million babies were 
born in the United States in 1949, fewer infants died in the first year of life. Maternal deaths 
also declined. In 1949, the infant mortality rate was 31 for every 1,000 live births, and the ma- 
ternal mortality rate was 9 per 10,000 live births. The birth rate was 24.1 per 1,000 population 
as compared with 24.2 in 1948. 

Deaths from chronic diseases showed little change from the 1948 figure, although mortality 
from these diseases has been mounting with the growing and aging population. 
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Practical Therapeutics 


TREATMENT OF RHEUMATOID ARTHRITIS 


BY RICHARD T. SMITH, M.D. 
Philadelphia, Pennsylvania 


RHEUMATOID ARTHRITIS, the “great crippler,” is one 
of the most difficult therapeutic problems in mod- 
ern medicine. Much of the difficulty is due to the 
negative approach of “we don’t know the cause, so 
how can we treat it.” This unfortunate attitude has 
been so deeply ingrained in the general public that 
the mere suggestion of a diagnosis of “arthritis” 
creates intense fear and despair in the patient. 

The negative approach, unfortunately, has been 
fostered until recent years, by the failure of our 
medical schools to prepare our physicians properly 
in the field of rheumatic diseases. This failure in 
turn was due to a lack of trained personnel who 
were interested in arthritis and rheumatism. 

Today a positive attitude toward the rheumatic 
diseases is possible. The cause of rheumatoid ar- 
thritis is still unknown. Nevertheless, the realiza- 
tion that it is a constitutional disease rather than a 
unique joint disease induces more sensible thera- 
peutic endeavors. Careful consideration of the wide- 
spread systemic involvement in addition to the 
progressive disabling arthritis leads to a sensible 
program of treatment rather than trials with vari- 
ous “specific cures.” Almost every patient with 
rheumatoid arthritis can be helped when treated 
with a well-planned, individualized program. 

In order to plan for the treatment of rheumatoid 
arthritis, it is essential to know what is happening 
in the joints as well as systemically. The cause of 
the various changes is unknown. 

The tissues involved in the local joint lesion in- 
clude the structures within the synovial membrane, 
that is the synovial membrane, articulating carti- 
lage, subchondral plate, and the epiphyseal portion 
of the cancellous bone (Figure 1). 

The synovial membrane, normally one cell layer 
on a basement membrane, begins to thicken. This 
1s accomplished by a proliferation of the synovial 
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cells which push out into the joint space in folds 
and finger-like projections known as pannus ( Fig- 
ure 2). The space between the cells and the base- 
ment membrane is filled in with connective tissue, 
collections of round cells, small blood vessels, and 
nerve fibers. The pannus continues to proliferate 
and becomes attached to the articulating cartilage. 
Wherever it adheres to the cartilage, it slowly de- 
stroys this structure (Figure 3). 

At the same time that the pannus begins to form, 
an aseptic necrosis begins in the epiphyseal portion 
of the bone. These lesions extend toward the sub- 
chondral plate, perforate through it, and destroy the 
cartilage from this side (Figure 3). Thus the carti- 
lage is attacked from two sides by destructive 
processes. 

The necrotic areas of the bone are filled in by 
fibrous tissue which streams into the joint space 
wherever the cartilage is perforated (Figure 4). 
Fibrous tissue from the two bones comprising the 
joint may unite producing a fibrous ankylosis (Fig- 
ure 5), which later becomes calcified forming a 
bony ankylosis (Figure 6). 

Contrary to general opinion, the crippling de- 
formities are not due to the lesions within the 
joints. Actually, the deformity is due to muscle 
atrophy and tendon shortening, secondary to the 
joint involvement. In other words, when joint mo- 
tion is limited because of pain, the extensor muscle 
atrophies rapidly, and the flexor tendon shortens to 
the greatest distance it is required to extend. Full 
extension is thus limited until the tendon is re- 
stretched. 

The cause of the hypochromic anemia, tendency 
toward achlorhydria, decreased peripheral circula- 
tion, atrophic skin, weight loss, occasional hyper- 
keratosis of the skin, and occasional iritis is unknown. 
These are all part of the systemic involvement. 
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Figure 1. Diagram of a normal joint. The structures which become involved in rheumatoid arthritis are, synovial mem- 
brane (A), articulating cartilage (B), subchondral plate (C) and the epiphyseal portion of the cancellus bone (D). Anatom- 
ically, the articulating cartilages are in contact. Space is shown for clarity. Figure 2. Pannus, in rheumatoid arthri- 
tis, much enlarged. Entire structure is enclosed within a single layer of proliferated synovial cells. Blood vessels, round 
cells, and nerve fibers are supported in a fibrous tissue stroma. Note focal collection of round cells, containing a necrotic 
center surrounded by a palisade formation of round cells jeding out toward the periphery. This same type of cell collec- 
tion is found in rheumatoid nodules. Figure 3. Diagram of moderately advanced joint lesion of rheumatoid arthritis. 
Pannus attached to surface of articulating cartilage is eroding the cartilage (A), aseptic necrosis in cancellous bone is 
replaced by fibrous tissue (B), the necrotic lesion perforates the subchondral plate (C), and destroys adjoining cartilage (D). 


The onset of rheumatoid arthritis may follow 
gonorrhea, streptococcic sore throat, scarlet fever, a 
severe upper respiratory infection, paratyphoid fever, 
pneumonia, prolonged exposure to cold or wet con- 
ditions, or a severe emotional crisis. These are pre- 


cipitating mechanisms and not the cause of the 
disease. 


Diagnosis Is Usually Easy 


A well-established typical rheumatoid arthritis is 
usually easy to diagnose. The soft fusiform swell- 
ing of small joints (Figures 7-9), as well as large 
ones, tending toward a bilateral distribution with 
marked tenderness to pressure is characteristic. Loss 
of appetite and weight, easy fatigue, low-grade 
fever, nervousness, and cold, clammy hands and 
feet are common. Weakness, painful _ stiffness, 
atrophy, and decreased motion are early symptoms. 

Helpful laboratory findings are minimal. The 
sedimentation rate usually is high. A microcytic and 
hypochromic anemia (low color index) often de- 
velops. 

X-ray studies early in the disease will reveal noth- 
ing. The first changes are decreased density of the 
epiphyseal portion of the bone due to the loss of 
bone structure by the aseptic necrosis. Later the 
joint space is narrowed as the cartilage is destroyed. 
Very late in the disease the joint space may be com- 
pletely obliterated because of cartilage destruction 
and bony ankylosis (Figures 10-13). 


Planning the Treatment Program 


Rheumatoid arthritis is one disease which cannot 
have a stereotyped treatment. Each patient with 
rheumatoid arthritis must be considered individ- 
ually. This rule arises from the fact that the mus- 
culoskeletal involvement is so variable. The muscle 
atrophy, joint damage, and flexion deformities are 
different from patient to patient and must be con- 
sidered separately in planning a program. 

The progressive joint destruction already de- 
scribed is what may be expected in untreated or 
poorly treated patients. When well-planned therapy 
is instituted, the pannus recedes, cartilage destruc- 
tion ceases, and any remaining cartilage is pre- 
served. If treatment is instituted early in the disease, 
very little or no cartilage destruction may have oc- 
curred. 

A joint put through a full range of motion every 
day cannot become ankylosed for several reasons. 
First of all, the fibrous bands cannot form, since 
they can only become firm and tough when a joint 
is maintained in a fixed position for many days or 
weeks. Secondly, the articulating cartilage sliding 
across its opposite member during joint motion pre- 
vents the pannus from becoming firmly fixed to the 
cartilage in that area, which prevents cartilage de- 
struction. 

The patient must be made to understand that 
full co-operation in the treatment program is es- 
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sential. It would seem that this should be under- 
stood automatically. Unfortunately most patients 
are willing to do anything the doctor will do for 
them. This cannot be the case where rheumatoid 
arthritis is to be treated. There is no single drug or 
treatment known today which can resolve the wide- 
spread involvement. The program must include 
rest, pain relief, diet, antianemic therapy, rehabili- 
tation, antirheumatoid therapy, orthopedic appli- 
ances, and psychotherapy. Any physician willing 
to take a little time with each patient, by invading 
the fields of internal medicine, orthopedics, psy- 
chiatry, and physical medicine, can prepare a com- 
mon sense program that will sometimes be helpful. 


“Cripples Are Made in Bed” 


Rest. The general attitude for too many years 
has been to put rheumatoid joints at rest. It is true 
that inactivity relieves the acute pain, but “cripples 
are made in bed” (or chairs). The patient tends to 
decrease the joint function because of pain. Any 


Figure 4. Diagram of more advanced joint lesion in rheumatoid arthritis. Destructive aseptic necrosis from epiphyseal por- 


decreased joint motion produces muscle atrophy. 
The atrophy causes and increases stiffness as well as 
beginning flexion deformity. Bed rest, in addition 
to the natural decreased activity, hastens these very 
undesirable effects. 

Regulated rest is a more sensible approach than 
the current methods. This plan calls for 8 to 10 
hours rest at night but does not include long rest 
periods during the day. In fact, it calls for physi- 
cal activity during the day within the tolerance level 
for fatigue. 

It is well known that the average daily physical 
activity of a normal individual is just sufficient to 
maintain muscle tone at whatever level of develop- 
ment has been achieved. Any decrease in daily ex- 
ercise occasioned by change in occupation, illness, 
etc., will produce some muscle atrophy. Under these 
circumstances, a return to the previous average 
physical activity will maintain the muscle at this 
lowered level of development but will not rebuild 
it to its former state. To correct such muscle atro- 
phy requires rehabilitation exercise over and above 


tion of bone forming joint penetrates through subchondral plate and articulating cartilage. Fibrous tissue filling in the 
area of destroyed bone streams out into joint space. Figure 5. Fibrous ankylosis in rheumatoid arthritis. Fibrous tissue 
streaming into joint space, from both bones comprising joint, unite to form fibrous ankylosis. Figure 6. Bony anky- 
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losis. Calcium is deposited in fibrous tissue of preceding stage (Figure 5) forming a rigid ankylosis of joint. 
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Figure 7. Early rheumatoid arthritis of hands. Fusiform (or spindle- 


shaped) swelling of proximal interphalangeal joints, tending toward 
a bilateral distribution. 


Figure 8. Moderately advanced rheumatoid arthritis of hands. Bi- 
lateral distribution with swelling in proximal interphalangeal joints, 
metacarpophalangeal joints and wrists. Note beginning ulnar devia- 
tion of fingers. Terminal interphalangeal joint swelling is rare. 
Function is moderately limited at this stage. 


Figure 9. Late “burned out’ rheumatoid arthritis of hands. Chronic 
enlargement of metacarpopha'angeal joints. Some of proximal inter- 
phalangeal joints have hyperextension deformities while terminal 
interphalangeal joints have flexion deformities. Ulnar deviation is 
not extreme in this instance. Function is poor in these hands. 


the normal daily routine but within the limits of 
the tolerance level ior fatigue. 

Physical exercise up to the point of fatigue will 
maintain or build muscle, but past the point of 
fatigue it will produce atrophy. The amount of 
muscle atrophy which occurs after fatigue on any 
given day will probably be minimal, but the accu- 
mulated atrophy over a week or a month becomes 
significant. 

In rheumatoid arthritis, the muscle atrophy pro- 
duced by decreased activity because of pain and 
the commonly recommended increased rest bring 
about the easy fatigability (lowered tolerance level 
for fatigue); thus a vicious cycle is set up. 

The proper approach is to plan the daily activity 
in such a manner that the patient stops all exercise 
before the tolerance level for fatigue is reached. At 
this time the patient must take a rest period of 30 
minutes, either by sitting quietly relaxed or lying 
down. At the end of 30 minutes physical activity 
is resumed until just prior to the fatigue level, when 
another 30-minute rest period is taken, and so on. 
This basic plan is continued for 10 to 14 days. At 
that time the activity period is increased by 3 to 15 
minutes for the next 3 to 5 days, when another in- 
crease of the same amount of time is permitted, etc. 
If the tolerance level for fatigue is passed at any 
time, the increases permitted are too large. The pa- 
tient must back track a little and add smaller in- 
creases in activity. The rest periods throughout this 
rehabilitative program should always remain 30 
minutes in length. They will gradually decrease in 
number as the activity periods lengthen. 

The rheumatoid arthritic recognizes that there are 
good days and bad days or even bad days and worse 
days. To make the most rapid recovery, the patient 
must also recognize that physical activity is consider- 
ably limited as compared with the normal state. With 
strict adherence to regulated rest and not increas- 
ing exercise on good or better days, there will be 
more good days in a shorter period of time. 


Relief of Joint Pain 


The pain in rheumatoid arthritis is from several 
sources. Motion of the joint is painful because of 
the pressure on or irritation of the inflamed pannus 
and synovial membrane. A second source of pain 
goes hand in hand with the stiffness. Since the 
stiffness is produced by muscle atrophy, the severity 
will decrease in direct proportion to the muscle re- 
habilitation. 

No matter how well a patient believes he can 
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overlook pain, there will be some unconscious pro- 
tection of a painful joint. To permit function to 
be as nearly normal as possible, salicylates in reg- 
ularly prescribed doses should be given. Narcotics 
must be reserved for very severe pain of short du- 
ration. They should be used sparingly because of 
the chronicity of rheumatoid arthritis. 

The usual dosage consists of acetylsalicylic acid 
or sodium salicylate 10 or 15 gr. every four hours. 
In addition, at bedtime enteric-coated sodium salicyl- 
ate 10 or 15 gr. are given to provide pain relief 
6 to 7 hours after retiring (when the enteric coat- 
ing has dissolved). It is at this time that the stiff- 
ness and aching produced by a full night of inac- 
tivity in bed would make it difficult to arise. At 
times when the pain is not adequately controlled, 
a combination of acetylsalicylic acid 3% gr., phe- 
nacetin 2% gr., and caffeine ¥2 gr. may be more 
beneficial in a dose of two tablets every four hours. 
Occasionally plain salicylates are not well tolerated. 
Under these circumstances enteric-coated sodium 
salicylate 10 or 15 gr., phenacetin 5 gr., or amino- 
pyrine 5 gr. can be substituted. Phenobarbital 4 to 
¥2 gr. three or four times a day may be necessary 
to combat anxiety and nervousness. 


Diet and Correcting Anemia 


Diet. There is no specific food known to exert a 
beneficial or detrimental effect on rheumatoid 
arthritis. In those patients suffering from loss of 
weight, a high caloric, high vitamin diet consisting 
of 3,000 calories daily is recommended. In some 
instances as many as six small feedings a day may 
be necessary to achieve an intake of 3,000 calories. 
In those instances where the appetite is very poor, 
insulin 5 units, intramuscularly before breakfast 
and supper are indicated. 

Some patients having rheumatoid arthritis are 


Figure 10. X-ray of hands showing earliest roentgen changes in 
rheumatoid arthritis. Decreased density of bones adjacent to joint 
spaces. The left hand is more involved than the right hand. Joint 
spaces are well preserved. 


Figure 11. X-ray of hands showing advanced changes in rheumatoid 
arthritis. Ulnar deviation, narrowing of joint spaces, demineraliza- 
tion of bones adjacent to joint spaces without bony ankylosis. 


a Figure 12 (at left). Early x-ray changes of 
knee in rheumatoid arthritis. Decrease in 
bone density while joint space is well pre- 
served. 


Figure 13. Late x-ray evidence of rheu- 

matoid arthritis. Demineralization is ap- 
a parent. Articulating cartilage almost com- 
: pletely destroyed evidenced by severe nar- 
rowing of joint space. Surface of bone is 
very irregular due to destruction of bone 
and secondary osteoarthritis which occurs 
late in rheumatoid arthritis. 
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obese and have no weight loss with their disease. 
Weight reduction is indicated particularly if they 
have involvement of weight-bearing joints. 

Ferrous sulfate 5 gr. three times daily with or 
without liver extract have been used for years to 
correct the microcytic hypochromic anemia with 
disappointing results. Folic acid 5 mg. four times 
daily has proved much more helpful. If there has 
been no demonstrable improvement within four 
weeks, the dose should be increased to 20 mg. three 
or four times a day. 


Rehabilitation 


A muscle becomes atrophied because of decreased 
use, disuse, or strain. As the atrophy develops, the 
muscle bulk decreases and the muscle becomes 


longer. This requires the muscle to take up the _ 


slack before it can actually move the joint. With 
each contraction, the weak muscle is doing approx- 
imately twice the amount of work which a normal 
one does. This accounts for much of the easy 
fatigue. 

The institution of therapy for relief of pain per- 
mits a more normal function. It also permits 
planned rehabilitation. Both forms of activity must 
be carried out within the tolerance level for fatigue. 
The normal routine must be sacrificed, if necessary, 
to permit sufficient rehabilitation exercises to over- 
come the atrophy. Muscle atrophy cannot be over- 
come by any method of treatment which excludes 
muscle exercise. 

In order to choose the proper exercises required 


Figure 14. Quadriceps setting exercise. See text. Fig- 


in a given patient, it may be assumed that gen- 
erally there will be atrophy in the extensor muscles 
of involved joints with tendon shortening in the 
flexor muscles. The degree of atrophy and shorten- 
ing will vary with the severity and duration of the 
joint involvement as well as with the patient’s abil- 
ity to overlook pain. 

Rheumatoid arthritics are most commonly handi- 
capped by atrophy of the quadriceps, forearm 
groups, and shoulder abductor groups of muscles. 
Tendon shortening most commonly occurs in the 
hamstrings, fingers aud wrist flexors, biceps, and 
shoulder adductor groups of muscles. 

To strengthen the quadriceps muscles, which are 
so important in sitting and arising, in going up and 
down stairs, and in walking, muscle setting exer- 
cises should be done. This is accomplished by mak- 
ing the leg straight and alternately tensing and 
relaxing the leg for several seconds without ankle 
motion. It may be carried out while standing or 
while sitting either with the foot resting on a chair 
or on the floor. In actual practice it is merely fore- 
ing the knee backwards (Figure 14). The exercises 
should be carried out ten times every hour for the 
first week and then ten times every half hour there- 
after. 

To improve the function of the quadriceps by 
taking up the slack and to support the knees, an 
elastic roller bandage is used. It should be applied 
in the form of a figure-of-eight beginning below 
the knee, crossing over behind the knee, and fas- 
tening very firmly above the knee (Figure 15). The 
patella should not be bandaged. If there is swell- 


ure 15. Application of figure-of-eight elastic roller band- 
age. Patella is not covered. Binding must be very firm 
above patella. For swelling in popliteal space, pressure is 
applied by placing a 2-inch-square gauze pad, 1/-inch 
thick in the popliteal space under the bandage. Fig- 
ure 16. Shoulder exercises for strengthening muscles about 
shoulder. Diagram A, while standing erect. Diagram B 
with trunk tilted forward 45° to 70°. Circle described by 
hand should be 12 to 18 inches in diameter. Exercise 
should be carried out in clockwise and counterclockwise 
direction. 

Figure 17. Hamstring stretching exercise. Feet should be 
separated by 12 inches or more. The ultimate goal is to 
touch the toes with the heel of the hand with knees fully 
extended. When a pull is no longer felt in the backs of 
the knees, the hamstrings have been adequately stretched. 


Figure 16A 
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ing in the popliteal space, a gauze pad two inches 
square and one-half inch thick is placed in the 
popliteal space and held in place by the bandage. 
The bandage should be applied when arising and 
removed when retiring. 

Strengthening of the forearm muscle groups is 
accomplished by grip exercises. In patients where 
the hand cannot be closed into a fist, the smallest 
object which can be gripped by the four fingers 
should be used (block of wood, rubber ball). The 
exercise is done by firmly gripping for several sec- 

. onds and then relaxing without opening the hand. 
Actual finger motion is of no value in this exer- 
cise. As soon as the hand can be closed into a fist, 
the block of wood or the rubber ball is discarded. 
This exercise should be started at the rate of ten 
times every hour and after a week increased to ten 
times every half hour. 

Exercises for the shoulder abductors are carried 
out in several ways. Walking up the wall with 
the finger tips is well known. In addition, rotary 
exercises with the arm abducted as near to 90° as 
possible (Figure 16A) with the rotary motion should 
be carried out ten to twenty times in a clockwise and 
counter-clockwise direction while standing erect 
and while bending forward 45° to 70° at the hips 
(Figure 16B). Each of these exercises should be 
performed four or more times a day. 

Hamstring stretching exercises are performed by 
sitting on the floor or bed with the legs extended 
and endeavoring to touch the toes with the heel 
of the hand (Figure 17). These should be done 


three to five times and repeated four times a day. 


Exercises to straighten the fingers and extend 
the wrist are performed on a table. The hand is 
flattened out on a table, palm down. The fingers 
and palm are pressed down firmly by the other 
hand while the elbow is raised, three to five times 
(Figure 18). This should be done four times a day. 

Biceps stretching exercises are performed by 
grasping a door frame and pulling away from it, 
using the weight of the body to produce the stretch. 
The recommended practice is three to five stretches 
repeated four times a day. 

To stretch the adductor groups, a rope and pul- 
ley are very successful. The rope should be just 
long enough so that when the ends are held in 
the hands, one arm is fully elevated over the head 
while the other arm is completely adducted (Figure 
19). Each arm should be abducted and elevated 
five or ten times as far as possible by pulling with 
the opposite hand. This should be done four times 
a day. 

It is important to tell patients before they try 
these exercises at home that they will experience 
pain when they attempt the extremes of motion. If 
the pain occurs while executing an exercise but is 
relieved when the motion is stopped, they should by 
all means continue the exercises. If, however, pain 
is produced which continues unabated for two or 
more hours, then a temporary decrease in the range 
of motion or the number of the maneuvers is in- 
dicated. 

Heat and massage will ease discomfort and stiff- 
ness as well as improve the circulation. The simplest 
form of heat is an infrared lamp or heat bulb which 
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Figure 18. Fingers and wrist extension exercises. The 
weight on the back of the hand to be exercised indicates 
pressure with the opposite hand. The heel of the hand 
should not be raised from the table during this exercise. 

Figure 19. Shoulder mobilization exercise. The ad- 
ducted arm is elevated by pulling downward with the up- 
raised arm. The exercise provides strengthening muscle 
exercise for shoulder as well as stretching for shortened ad- 
ductor tendons. Figure 20. Metatarsal bar. Applied to 
outside of sole of shoe (not inserted between layers of sole). 
Anterior edge of bar should be just behind metatarsal heads. 
If it is too far forward, metatarsal heads will feel as though 
they are walking on a knife edge. Leading edge of bar 
should be Y%-inch thick. Weight-bearing surface of bar 
should be parallel with sole of shoe and 34- to l-inch wide. 
Remainder of bar should be parallel with instep of shoe. 
This is not an anterior heel. Over-all measurement of bar 
from front to back is 134 to 2 inches. 
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should be applied for 20 minutes or longer, one or 
more times a day. The distance between the lamp 
and the part to be heated should be enough to per- 
mit an intense heat without burning. Heat may 
also be applied with diathermy, microwave, hot 
paraffin (especially for hands) or hot tubs, showers, 
or soaks. No form of heat has any specific curative 
effect. Heat gives symptomatic relief, permits better 
function, and aids circulation. Diathermy or micro- 
wave heat given one to three times weekly should 
be supplemented by daily home treatment with one 
of the simple methods mentioned. 


Antirheumatoid Drugs 


Thousands of nostrums and “specific” drugs have 
been showered upon us for the control of the sys- 
temic and joint manifestations of rheumatoid ar- 
thritis. Under carefully controlled study conditions 
very few have proved to be antirheumatoid drugs. 
In evaluating any so called “specific” we must al- 
ways be aware of the fact that rheumatoid arthri- 
tis may go into remission at any time in spite of 
the treatment received rather than because of the 
treatment. In addition, many patients with this 
dreaded disease will improve subjectively at least 
for a time, with any new treatment administered. 

The only satisfactory drug which has withstood 
the test of time is gold. This statement causes many 
to throw up their hands in holy horror. It is ab- 
solutely true that gold is a dangerous drug when 
improperly given and without adequate controls. 
Anyone without experience in gold therapy should 
never attempt to administer it unless willing to 
share the responsibility by giving it under the su- 
pervision of one trained in its proper use. 

The materials of choice are Solganal and Myo- 
chrysine. The average schedule of dosage is as 
follows: 

10 mgm. one or two times weekly for two doses; 

25 mgm. one time weekly for two doses; 

50 mgm. one time weekly for ten doses; 

25 mgm. one time weekly for ten doses; 
followed by maintenance doses of 

30 mgm. once every two weeks for two doses, 
then 35 mgm. once every three weeks until the ar- 
thritis has been completely inactive (normal sedi- 
mentation rate, no new joint swelling, no more 
weight loss) for six months or more. 

The patient as well as the physician must be pro- 
tected by careful control studies throughout the 
period of therapy. Every one or two weeks a total 
white blood count must be done; if the count is 


below 4,000, a differential count is indicated to 
guard against agranulocytosis. At the same interval 
the urine must be examined for any increase in al- 
bumin, casts, or red cells to guard against renal 
damage. Before each injection the patient must be 
quizzed for any evidence of itching or rash to guard 
against a toxic gold dermatitis. In the event that 
any of these examinations are abnormal, the gold 
should be ‘discontinued until they return to normal, 
at which time it may be reinstituted in a smaller 
dose. Sedimentation rate and total blood count 
should be done once monthly. 

If a toxic gold rash occurs, in addition to discon- 
tinuing therapy, it is advisable to give full doses of 
an antihistamine preparation by mouth. Locally, to 
relieve the itching, cold witch hazel or antihista- 
mine ointments or lotions may be used. 

Occasionally the skin rash continues to spread 
despite this treatment. In these instances BAL is 
recommended to neutralize the gold. The arthritis 
will frequently become more active as the gold 
is neutralized. 

ACTH has been successful in relieving a rash 
due to gold, apparently in the same way that it 
works in true allergic conditions. A single daily 
dose of 25 mg. of adrenocorticotropic hormone 
causes the rash to disappear. When a very slight 
rash is present, 10 to 14 days of such treatment may 
be sufficient. In other instances it may be required 
for 30 or more days. If the ACTH is stopped too 
soon the rash will reappear within a few days and 
may be more widespread than before. 

There is no yardstick for measuring the amount 
of gold which is tolerated by any given individual. 
Some patients will not tolerate a total of 70 mg. in 
four weeks, while other individuals are known to 
have received as much as 10,000 mg. in 3% years 
with no toxic effect. The schedule for gold as out- 
lined is therefore an average schedule. Slightly 
lower doses may be safer with small people. 

In some well-known arthritis clinics, gold is never 
used although the remainder of the program dis- 
cussed here is followed. It is true that these clinics 
can show a good record of patients benefited. How- 
ever, in these patients the arthritis may not burn 
itself out for many years Cup to 20 years with an 
average of 7% years). The rationale for using the 
gold is to shorten this period of active rheumatoid 
arthritis, often by many years. Most patients, if 
given a choice, will take the gold to shorten the 
period of disability. 

It is of interest to note that the majority of pa- 
tients with rheumatoid arthritis respond well to 
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gold therapy. It can also be said that the earlier in 
the course of the disease that this therapy is started, 
the better the result. 


ACTH and Cortisone 
Two hormonal preparations, ACTH and Corti- 


sone, burst upon the scene several years ago with 
the implied promise that the days of suffering from 
rheumatoid arthritis were numbered. Theories have 
come and gone, various methods of administering 
them have been tried and have failed. We are 
faced by some inescapable facts: 

1. After two years of intensive research, even 
those who originally reported on these materials re- 
emphasize continually that they are not treatments 
but potent research drugs. 

2. ACTH and Cortisone have the ability to pro- 
duce dramatic remissions in rheumatoid arthritis— 
for a time. 

3. Active rheumatoid arthritis usually recurs 
rapidly when these drugs are discontinued. 

4. No method has been found to give ACTH or 
Cortisone over an indefinite period of time, as is 
possible with insulin. 

5. Continued use of one or both of these prepara- 
tions in quantities sufhcient to maintain remissions 
frequently lead to serious toxic effects. 

6. Patients who were “getting along” with their 
arthritis, but took these drugs in the hope of “get- 
ting better,” are now in wheel chairs, hopelessly dis- 
illusioned after a short vacation from rheumatoid 
arthritis. It is probably a blessing to be poor—for 
the poor rheumatoid arthritic cannot afford these 
expensive materials and so has a better prognosis 
by following an individualized treatment program. 


Orthopedic Assistance 


Many simple orthopedic appliances can be help- 
ful in some cases. The most used orthopedic help 
is the metatarsal bar (Figure 20). Metatarsophalan- 
geal joint involvement is very common. The meta- 
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tarsal bar, placed on the sole of the shoe, is much 
more effective than the metatarsal pads which are 
so popular. The bar relieves the metatarsal head of 
weight bearing and shifts the weight to the shafts 
of these bones. 

When there is a tendency during sleep, for joints 
to assume poor functional positions, sleeping splints 
of plaster, wood, or metal may be used. These 
splints are often very comforting and aid sleep by 
relieving pain. 

Various types of wedged casts and braces may 
be needed to correct deformities which have de- 
veloped. Severe deformities may require orthopedic 
surgery to permit a better function or even: a more 


useful ankylosed position. 


Psychotherapy 


Most patients fear and dread the future after 
they know that they are suffering from rheumatoid 
arthritis. After the administration of ACTH and 
Cortisone, the blackness of their outlook becomes 
unbearable. It is necessary to spend time creating 
hope in the minds of these sufferers. When the 
program is well planned and executed to the letter 
by the patient, assurance can be given that help is 
surely possible. We cannot offer cures—but most 
patients with rheumatoid arthritis will be willing 
to settle for some help. Constant reassurance and 
an optimistic attitude will improve the patient's 
outlook. 

To achieve the good results which are possible 
in most patients we must be firm and insistent 
upon strict adherence to the program prepared for 
each individual. Kindness and sympathy can be 
very harmful because they lead to pillows under 
knees, limited motion in joints, flexion deformities, 
and crippling. 

The negative attitude, regardless of the cause, 
is no longer tenable. The positive approach offers 
not only hope but benefit. Common sense, not 
miracle drugs, permit us to accomplish modern 
miracles in the treatment of rheumatoid arthritis. 
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THERAPEUTIC HINTS AND TREATMENT TOPICS 


Carrot Soup and Diarrhea 


Dr. Per SELANDER stated in the Journal of Pedi- 
atrics (36:742, 1950) that in Sweden severe diar- 
rhea of babies, and some forms of enteritis of older 
children, can oftentimes be checked by the giving 
of carrot soup. 

To prepare the soup one takes a pound of fresh 
carrots chopped fine, and cooks them under pres- 
sure with 150 cc. of water. The pulp is then forced 
through a fine strainer and diluted with hot water 
up to one quart. A teaspoonful of salt is added. 

The soup may be given by spoon or it may be 
thinned and put in a bottle. It is given usually for 
a week or 10 days. After a day or 2 the infants are 
given milk. It is said that in many cases the stools 
become formed within 24 hours. 

According to Selander, the soup was given to 
450 children, 98 per cent of whom recovered. 


Tue clinical response in cases of acute brucellosis 
to terramycin, chloromycetin, and aureomycin has 
been good according to a report by J. H. Killough, 
G. B. Magill, and R. C. Smith in the J.A.M.A. for 
February 24, 1951. No one drug seemed to be bet- 
ter than another, and the patients accepted them 
about equally well. However, with all of them, two 
out of three of the patients relapsed. This shows, 
then, that even for acute brucellosis there is as vet 
no entirely satisfactory treatment. 


Antibiotics Useless in Influenza 


AccorDING to several army officers, it has been 
found that aureomycin, tried out during an epi- 
demic of influenza A, did not cause the patients to 
get well any faster than they did when given peni- 
cillin or no chemical treatment at all. 


Curare in Obstetrics 


Tue use of curare in 200 deliveries is reported by 
L. J. Hartnett and H. J. Freiheit in the Southern 
Medical Journal (43:277, 1950). They gave it at 
the onset of the second stage of labor when the 
membranes ruptured. Twenty units of Intocostrin 
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or 1 cc. of Metubine were given intravenously. 
Perineal relaxation was satisfactory in 91 per cent of 
the cases. 

The drug proved harmless to the mothers and the 
babies, and did not interfere with the expulsive 
force of labor in the second or third stage. It 
seemed to be a valuable adjunct to the anesthesia 
and analgesia. It was of no value in the first stage 
of labor. 

Physicians will of course remember that occa- 
sionally a patient given curare will get into a seri- 
ous condition and may even die. 


Aerobic Flora of the Colon 


In aN article in the Archives of Internal Medicine 
for November, 1950, J. M. Di Capiro and L. A. 
Rantz, and W. Herrell and his co-workers noted 
that terramycin given by mouth in dosages of 3 Gm. 
a day resulted, within 48 hours, in the virtual elim- 
ination of the normal aerobic flora of the colon. The 
results compared favorably with those obtained in 
1950 by Dearing and Heilman who used aureo- 
mycin, or a combination of aureomycin and dihy- 
drostreptomycin. According to Herrell, terramycin 
is less toxic than aureomycin. 


Pruritus Ani 


One of the most difficult diseases to treat is pruritus 
ani, so it is encouraging to find the statement by Dr. 
Howard K. Belnap in the Rocky Mountain Medical 
Journal for May, 1950, that he has been able to 
find fungi growing in the skin around the anus in 
these cases of itching, and that he has had excellent 
results in 91 per cent of cases with the use of a 
preparation marketed under the name of Dermycin. 
It consists of paranitrophenol and sodium iodate in 
isopropyl alcohol to which has been added a wet- 
ting agent. 

Before applying the drug it is essential to have 
the skin around the anus very clean. Otherwise the 
drug may not go through into the skin. The area 
is dried with facial tissue paper and then painted 
with the Dermycin. This produces a stinging sen- 
sation for a minute or so. Following the treatment 
a small piece of cotton is placed in the anal area 
to keep the yellow dye off the clothing. It can be 
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washed off of the clothing and hands. A little lemon 
juice will help to take it off the hands. 

The patient is instructed to wash the anal area 
thoroughly 2 or 3 times a day and then to apply 
the drug. As the symptoms and the excoriation de- 
crease, the patients can reduce the number of treat- 
ments until they are taking one every other day. 
One case was found in which the patient was sen- 
sitive to the drug and could not tolerate it. 


Myanesin 


Ture is a letter regarding Myanesin in the Lon- 
don Lancet for December 30, 1950, in which the 
author, Ellis Stungo, says that Schlam and Unna 
found that 0.5 to 1.5 Gm. given four times a day 
by mouth quieted anxiety and restlessness in most 
of 63 patients. It gave relief in less than 2 hours. In 
some cases, it is said that the drug quieted a crav- 
ing for alcohol. A case was reported in which epi- 
leptic fits were stopped beautifully. In another case, 
the drug worked well in calming outbursts of hys- 
teria. 


The Depressed Patient 


ABRAHAM Myerson long ago expounded the idea 
that if one gave a depressed person a barbiturate, it 
might make him more blue than he was; whereas, 
if one gave him amphetamine, this might produce 
unpleasant symptoms of wide-awakeness. Myerson 
thought it might be well to try combining a depres- 
sant and a stimulant. 

Now, d-amphetamine sulfate has been combined 
with iso-amino-ethyl barbituric acid, and the com- 
mercial product is called Dexamin. Grahn (Am. 
Pract., Aug., 1950) tried this on 85 persons with 
symptoms of depression or anxiety, and felt that it 
had a tranquilizing effect. 

One sees patients who will complain that they 
often have a day or two in which they are moody, 
silent, uncomfortable, and unhappy. That is the 
time when they might try a drug like amphetamine, 
Dexedrine, Desoxyn, or Dexamin. 


Treatment of Vaginitis 


E. D. Lawrence, writing in the Western Journal 
of Surgery, Obstetrics and Gynecology, recently 
stated that Lorzinex is a useful drug in the treat- 
ment of vaginitis. He found it nonirritating and iso- 
osmotic. It has a pH of 4. Its active ingredient is 
zinc lauryl sulfate. It is used as a douche. 
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A New Anticoagulant 


In Europe they are now using a new anticoagulant 
similar to Dicumarol. It is being sold under the trade 
name “Tromexan.” The British call it B.O.E.A. 
The drug is manufactured in Switzerland. B.O.E.A. 
is administered orally and, as with Dicumarol, the 
prothrombin times must be watched. 

The dose usually runs from 1.2 to 1.8 Gm. The 
new drug acts more quickly than does Dicumarol. 
The effect is obvious in the first twenty-four hours. 
The daily maintenance dose may run from 0.3 Gm. 
to 0.9 Gm. On stopping the treatment, the pro- 
thrombin time returns to normal within twenty-four 
hours. No toxicity has been demonstrated. It ap- 
pears that the drug may soon be used widely in the 
United States. 


Testosterone for Cancer of the Breast 


Accorpinc to Dr. Edward A. Banner, of the Mayo 
Clinic, sixteen patients with cancer of the breast 
were treated with a weekly dose of 300 mg. of 
testosterone propionate. Most of the women had 
had a tumor of high malignancy removed, and most 
had axillary metastasis when operated on. Some of 
them showed it later, a while after the operation. 
A few came with an inoperable cancer. 

The patients were treated with testosterone alone 
so as to make it easier to tell whether the drug had 
done any good. Eight of the sixteen had metastasis 
to bones when treatment was started. Although 
some later showed recalcification of the lesions, they 
all continued to show signs of new metastatic 
growth here and there. At the start, seven of the 
sixteen presented metastasis to soft tissues. One of 
the seven who had what appeared to be a pul- 
monary metastasis lost this during treatment. 

All of the patients showed some euphoria while 
under treatment, and most of them gained weight. 
In a few, there was retention of water, and in some 
of the older women, there were some signs of con- 
gestive heart failure. 

All of these women were seriously ill when the 
treatment was started, and they were apparently 
headed toward a rapid death. After treatment the 
hemoglobin generally increased in amount. 

It has been estimated that for women under 50 
years of age more than 200 mg. of testosterone pro- 
pionate per month is required to produce masculin- 
ization of the woman and stoppage of menstruation. 
Usually, such women get excessive hair on the face, 
the body, and the extremities. It is not unusual for 
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a woman to have to start shaving daily. Atter the 
stoppage of treatment, the excess growth of hair 
does not readily disappear. Acneform eruptions fre- 
quently come with excessive hair. The skin becomes 
more oily than normal. 

In the cases of younger women, the voice often 
becomes lower. There is usually a marked increase 
in sexual urge. This may be absent in the cases of 
the older women. The clitoris may enlarge. Occa- 
sionally there is a rise in the amount of calcium in 
the serum. With this may come listlessness, nausea, 
vomiting, and perhaps even death. An antidote to 
this is the intravenous injection of 2.5 per cent so- 
lution of sodium citrate. 

In the Archives of Surgery for October, 1950, W. 
G. King reported that in 7 of 13 far-advanced cases, 
testosterone gave much relief from pain and weak- 
ness. Some of the women were restored to a useful 
life for a year or so. 

There is no evidence that the testosterone will 
cure these women, but the drug can help in a pal- 
liative way. 


Paralysis Agitans 


OF Late, a number of drugs have been used to help 
patients with Parkinson’s syndrome. Mention of 
these drugs is made in two reviews in the ].A.M.A. 
for November 11, 1950. There it will be noted that 
K. Winther found that Panparnit was most effective 
in relief of tremor but it had the most side reactions. 
Diparcol gave good results and with few side re- 
actions. Phenergan exerted the most beneficial in- 
fluence on rigidity and associated symptoms but it 
did not affect the tremor. It gave the fewest side 
reactions and had the advantage that it could be 
used in rapidly increasing doses. In the same jour- 
nal, M. Fog described the use of Rigidyl. This im- 
proved mobility and general condition with almost 
no effect on the tremor. It worked best in the pa- 
tients who were markedly disabled. 


Urethane 


Ir 1s now pretty well known that urethane is of 
some use in cases of chronic myelogenous leukemia. 
It is not so useful in chronic lymphatic leukemia. 
The results in the acute and subacute forms of leu- 
kemia and in polycythemia vera have been disap- 
pointing. Some malignant tumors have regressed a 
bit under the treatment, and the drug was help- 
ful in a third of the cases of multiple myeloma. 
It commonly upsets the stomach, and one in six pa- 


tients can develop leukopenia. There are a few 
cases on record in which patients have died because 
of the use of the drug. 

At the St. Louis meeting of the Southern Medi- 
cal Association, Drs. Richard A. Haines, W. N. 
Powell, and Herbert Bailey reported that urethane 
is the best treatment now available for multiple 
myeloma. 


Myasthenia Gravis 


THERE is a report of good results with octamethyl 
pyrophosphoramide in the J].A.M.A. tor March 31, 
1951. It is a relatively nontoxic anticholinesterase, 
which can replace neostigmine in the treatment of 
some cases of myasthenia gravis. When it works 
well, it works even better than does neostigmine. 
The difficulty is that a patient who hasn't done well 
on neostigmine will probably not do well on this 
new drug, and it is dangerous to shift from one to 
the other. 

In the Southern Medical Journal for October, 
1950, W. J. Atkinson, Jr., reported that the giving 
of about 8 mg., twice a day, of tetraethyl pyrophos- 
phate to a patient with severe myasthenia gravis 
was very helpful. The drug succeeded after neo- 
stigmine had failed. The patient was given a small 
dose of atropine with each dose of the new drug. 
Atkinson considers the drug well worth further 
trial. 


Gelfoam for Gastric Hemorrhage 


Goop results with the use of Gelfoam and thrombin 
in the treatment of gastric hemorrhage are reported 
by M. O. Cantor and colleagues in the American 
Journal of Surgery for December, 1950. Two table- 
spoonfuls of absorbable gelatin sponge were mixed 
with 60 cc. of milk and cream, and this mixture 
was given by mouth every two hours. Immediately 
after this, the patient was given 50 cc. of a solution 
containing 250 units of thrombin. A tablespoonful 
of Amphojel was also given every three hours. 

There were no deaths in the series of 73 cases 
studied. 


Testosterone Treatment of Nephropathies 


In tHE Paris Letter to the J.A.M.A., January 6, 
1951, there are a number of reports of remarkable 
results obtained with the giving of testosterone pro- 
pionate in nephropathies, anuric nephritis, pigmen- 
tary cirrhosis, and Chauffard and Still’s syndrome. 
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Cips from Other Journals 


Low Cholesterol Diet 


Tuere is a good editorial on atherosclerosis and 
cholesterol in the London Lancet for December 30, 
1950. The writer notes that atherosclerosis occurs 
spontaneously in chickens. Horlick, Katz, and 
Stamler, (Am. Heart J., 1949) found that it still 
occurred when most of the fat and cholesterol was 
removed from the diet of the birds. By feeding the 
chicks on a high cholesterol diet, Stamler and Katz 
produced hypercholesteremia, hepatic lipidosis, and 
a high incidence of atherosclerosis of the aorta. 

In the chicks, the giving of choline and inositol 
did not prevent the development of atherosclerosis 
of either the spontaneous or the induced type. 


Intussusception 


M. M. Ravircn and R. M. McCune, Jr., report 
152 instances of intussusception in 151 children, 
most of them between the ages of 4 and 11 months 
(J. Pediat., Aug., 1950). Curiously, a large number 
of these patients were the last born to a fairly large 
family. Often the child was the fifth, sixth, seventh, 
or eighth in the group. About 141 of the 151 
children vomited and 138 passed blood by the rec- 
tum. The chief complaints were pain and vomiting, 
or pain and bleeding, or vomiting and bleeding. In 
other cases there was constant distention of the ab- 
domen, constipation, diarrhea, fever, and _prostra- 
tion. 

A good treatment appeared to be reduction by 
the pressure of a barium enema under fluoroscopic 
control. This gave a lower mortality than the 
operations. 


Resuscitation of the Newborn 


One of the most important papers published re- 
cently is that of John P. Fletcher and J. W. Rogers, 
of Toronto (J.A.M.A., Feb. 24, 1951). They bring 
out forcibly that if a number of newborn infants, 
and particularly premature infants, are to have 
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their lives saved, the fight to save them must be 
made in the first eight minutes of life or the chance 
is gone. As has been shown by physiologists, the 
cells of the brain will not tolerate much more than 
eight minutes of anoxemia. A child will sometimes 
live after that much anoxemia, but he is likely to 
be left with a defective brain and perhaps a tend- 
ency to convulsions. 

As Fletcher and Rogers say, the tissues of pre- 
mature infants are very delicate, and hence such 
infants require especially gentle handling during 
birth and during the establishment of adequate 
respiration. The very small premature infants under 
1,000 Gm. or so, are likely to be unready for life, 
and often they will not start breathing. Other in- 
fants will not start breathing, probably because their 
respiratory center was injured during the process of 
birth. Some babies are influenced by the anesthetic 
given the mother, and they are what is called 
“sleepy babies.” It may be hard to start them to 
breathing. 

According to Fletcher and Rogers, during the 
second half of 1949, thichloroethylene anesthesia 
was used with a great decrease in the necessity for 
strong efforts at resuscitating infants. Before that, 
the use of Demerol and scopolamine and cyclopro- 
pane caused a decided increase in the incidence of 
sleepy babies. 

Fletcher showed his apparatus for first, the quick 
clearing out from the airways of mucus and amni- 
otic fluid, and, second, the prompt giving of oxygen. 


Stress Incontinence of Urine 


C. D. Reep, J. C. Moir, T. Millin, and H. F. 
Barns and others had a roundtable discussion on 
the problem of stress incontinence, the type in 
which a woman passes a little urine when she 
laughs or coughs or sneezes (Proc. Roy. Soc., Lon- 
don, 43:255, 1950). The discussants admitted that 
the problem is not well understood. There is evi- 
dence that the tone of the pubococcygeus portions 
of the levator ani muscles exerts an influence on 
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the bladder neck, and that this is a factor in the 
production of the incontinence. 

Some of the men felt that in order to cure the 
condition, the bladder neck should be raised up and 
fixed in position, but several agreed that the sling 
types of operation are rarely justified. They should 
be put off as long as possible. Moir thought that the 
Aldrich sling operation is a simple one, free from 
much risk, and often productive of good results. 
Millin described his particular operation. O'Sullivan 
favored the Shaw sling operation. Others thought 
that any form of sling operation is serious and 
should be avoided if possible. 

An excellent discussion of the subject is to be 
found on page 690, Vol. II of Progress in Gyne- 
cology, for 1950. The chapter is by Dr. Charles D. 
Read of England. He told of all the different types 
of operations. He gave most credit to W. T. Ken- 
nedy who wrote in the American Journal of Ob- 
stetrics and Gynecology (34:576, 1937). He showed 
one cannot hope that any vaginal operative pro- 
cedure will give a good and permanent result. 
When operating he dissected out the urethra and 
made a careful fascial repair. Several operations 
have been worked out but all are likely to fail in 
perhaps 10 per cent of cases. The patient may be 
cured for awhile but later the trouble tends to re- 
turn. Curiously, a few women who have never 


borne children have stress incontinence. They ap- 
parently have “poor stuff” in their perineal tissues. 


Treatment of Alcoholism 


EXPERIENCE with what is called the aversion treat- 
ment of alcoholism is reported by F. Lemere and 
W. L. Voegtlin (Quart. ]. Stud. on Alcohol, June, 
1950). They produce nausea and vomiting by giv- 
ing emetine hydrochloride shortly before the patient 
takes a drink. The idea is to give the patient the 
impression that he will get sick if he drinks. A 
treatment like this may be given every other day 
for a week or so. 

The authors found that the method was of little 
value in the cases of indigent, constitutionally in- 
adequate, psychopathic, or extremely neurotic pa- 
tients. A follow-up study of some 4,000 patients 
treated during a period of 13 years and more by 
this method showed that 44 per cent had abstained 
from drinking, while 60 per cent had abstained for 
a year or longer. Twenty-three per cent had ab- 
stained for more than 10 years. Of the 878 patients 
who had relapsed and who had to be treated again, 
39 per cent had been helped. 


Premenstrual Tension 


One of the things that may wreck a marriage is 
the wife’s recurrent premenstrual tension states. 
Although much work has been done on the prob- 
lem by Frank and other gynecologists, it is still 
poorly understood. As J. H. Morton notes in a 
recent article on the subject, before each period 
some women feel some depression or anxiety (Am. 
J]. Obst. & Gynec., Aug., 1950). This mental dis- 
tress is associated with headache, insomnia, emo- 
tional instability, feelings of fatigue, painful swell- 
ing of the breasts, abdominal bloating, suprapelvic 
pain, nausea, perhaps vomiting, and sometimes in- 
creased sexual desire and increased appetite and 
thirst. The increased thirst and intake of water may 
account for the edema when it comes. 

Opinions differ as to what the hormonal mechan- 
ism is. Some feel that there is an excess of estro- 
gen, and hence none should be given in the way of 
treatment. Morton studied 29 women with this 
syndrome, and concluded that the symptoms are 
the result of a hormonal imbalance with an excess 
of estrogen and a deficient secretion of progesterone. 
This conclusion was reached after the study of 
endometrial biopsies, vaginal smears, basal tempera- 
tures, and assays of hormones. In some of the pa- 
tients there was a hypoglycemia, which may have 
something to do with the periodic desire some 
women have for candy. 

Morton gave chorionic gonadotrophin which in- 
creases the secretion of progesterone. The prepara- 
tion was given in doses of from 500 to 1,000 units 
twice weekly for the second two weeks of the men- 
strual cycle. To avoid postponing the onset of men- 
struation, the final injection was given not later 
than 3 or 4 days before the expected period. 

To control the edema which is occasionally seen, 
the intake of sodium chloride was restricted, and 
diuretic and antispasmodic drugs were given. To 
control hypoglycemia, a high protein, low carbo- 
hydrate diet with frequent feedings was prescribed. 
Thyroid extract was given in small doses. 

It has, of course, been noted that severe pre- 
menstrual tension occurs more frequently and with 
greater intensity in women who are emotionally 
unstable. The clinical picture may simulate or rep- 
resent a psychoneurosis or a mild temporary psy- 
chosis. Many such women are not themselves dur- 
ing the period. 

All of Morton’s patients complained of depres- 
sion, senseless crying spells, great restlessness, in- 
somnia, poor concentration of thought, lack of 
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mental alertness, feelings of unreality, hypersensi- 
tivity, and feelings of great fatigue. At times they 
felt unable to cope with their daily problems and 
situations, and sometimes they felt mentally con- 
fused. They wanted to withdraw from the world. 
They didn’t want to see their friends. Some had a 
marked fear of leaving the house. Four of the 
patients remained in bed for several days during 
each spell. Two of the patients had even received 
shock treatments. Three others had symptoms 
which suggested a brain tumor. One of them 
seemed to suffer in the spells from an increased in- 
tracranial pressure. Most of these symptoms would 
seem to be due more to a mild psychosis than to 
a glandular upset. 

Fourteen of the patients had experienced what 
they called “the shakes;” their hands trembled and 
were unsteady. Two of them had found that this 
symptom could be helped by eating sugar. Two of 
the patients observed, at the time of the midcycle, 
a sudden marked puffiness of the face. One patient 
who had stopped menstruating still kept her cycle 
of distress. 

Sixteen of twenty-three glucose tolerance curves 
made before a menstrual period revealed an in- 
creased sugar tolerance as indicated by a low or 
flat plateau type of curve, or a normal curve with 
a delayed fall in the fourth hour to values below 
normal. The blood sugar level during the test was 
often between 70 and 80 mg. per 100 cc. of blood, 
and in a few cases it fell below 60 mg. per 100 cc. 
of blood. However, most of the fasting blood sugar 
estimations appeared to be normal, and hence one 
could not say that the spells were due to a really 
low blood sugar. In all cases the basal metabolic 
rate was normal. 


Psychomotor Epilepsy 


In THE last few years more and more interest has 
been aroused in the psychomotor forms of epilepsy 
and the epilepsy equivalents. F. M. Forster has re- 
cently written on the subject (J.A.M.A., Jan. 27, 
1951). 

As Forster says, some epileptics go into spells in 
which they mumble or say meaningless words, or 
shift about restlessly, or walk aimlessly. They may 
begin by smacking the lips, or snorting, or cough- 
ing, or swallowing. One man, a janitor, in svells 
would perhaps empty a mop bucket into a sink, 
or he would put an electric bulb in water, or he 
would disrobe. After a spell, such patients have no 
memory of what they did. 
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These patients are now being treated with Di- 
lantin, plus Mebaral or phenobarbital, whenever 
these drugs are found to work well enough. Such 
drugs have the advantage of safety. Phenacetylurea 
or phenurone has a more specific action on psycho- 
motor epilepsy, but it can produce a depression and 
it can injure the blood and the liver. 

In some cases in which repeated electroencephal- 
ograms indicate the presence of localized disease in 
the brain an operation can be tried. 

Under “psychomotor epilepsy” J. B. Frankhouser 
(West Virginia M. J., Oct., 1950) listed and dis- 
cussed such troubles as epileptic psychosis, fugues, 
and confused states, automatisms, possibly some 
hysteria, some violent temper tantrums, and some 
cases of sleep-walking. 


Lobotomy for Pain 


Tue cases of 20 patients with intractable pain 
treated by prefrontal lobotomy have been reported 
by E. A. Smolik (Dis. Nerv. System, Nov., 1950). 
There were some good results, but there were some 
complete failures. Most neurosurgeons today seem 
to agree that the operation of prefrontal lobotomy 
should be reserved for those patients with intracta- 
ble pain in which there is also an anxiety state. 
What the operation does is to take away the pa- 
tient’s concern about himself. It gets rid of anxiety 
and worry, and the patient becomes indifferent and 
calm. 

Because of decided changes in personality which 
may result, it would seem inadvisable ever to per- 
form this operation except in cases of dire need. 


Exstrophy of the Bladder 


C. C. Hiccrns reviewed a series of 70 cases of 
exstrophy of the bladder, and urged that whenever 
possible the ureters be transplanted into the recto- 
sigmoid (J. Urol., 63:852, 1950). Then the blad- 
der is removed. This can be done in the first year 
of life. Unfortunately in these infants one often 
finds other defects in development such as harelip, 
cleft palate, and meningocele. Usually in boys the 
penis is poorly developed, and in girls the vagina is 
double. 

Unless operated on, about half of these children 
will die before the age of 10, and two-thirds before 
the age of 20. Urinary sepsis accounts for much of 
this mortality. Often in the cases of boys a second- 
ary operation has to be performed to repair the 
epispadias. 
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Rectal Surgery 


Some 25 years ago about one out of three of the 
patients who went in for rectal or colonic surgery 
succumbed to the operation. It is all the more in- 
teresting therefore to find William B. Gabriel of 
London, England, saying that during 1949 he had 
a series of 85 cases with only 2 deaths (Am. J. 
Surg., 79:76, Jan., 1950). In a series of 330 cases 
of cancer of the rectum, the 5-year survival rate 
was 50 per cent. 

Much of the improvement has been due to more 
skillful surgery, and much of it has been due to 
the antibiotics which now cut down greatly on the 
infection in and around the bowel. 


Cesarean Section 


C. J. Geicer and J. R. Durberg have reported 
their experience with 454 cesarean sections (Am. 
]. Obst. & Gynec., March, 1950). They divided the 
cases into 2 groups, of those with the operation 
done before 1937 and of those in which it was 
done after 1937. The incidence of cesarean section 
in the first 10-year period was 3.54 per cent and 
in the second period 2.44 per cent. In the last 10 
years, the trend has been toward low cesarean 
section. Cesarean hysterectomy has been carried 
out more frequently in the second decade. The 
cesarean section maternal mortality was 5.7 per 
cent in the first decade and 1.5 per cent in the 
second decade. The infant mortality was 10.6 per 
cent in the first decade and 7.8 per cent in the 
second decade. 

According to R. Gordon Douglas and Robert 
Landesman (Am. J. Obst. & Gynec., Jan., 1950), 
between the years 1933 and 1947 at the Woman's 
Clinic, New York Hospital, there were 54,937 de- 
liveries and 1,622 cesarean sections. That gives an 
incidence of 2.9 per cent. The maternal mortality 
was 1.0 per cent. Since 1941 the number of ce- 
sarean sections performed has risen rapidly but the 
incidence has gone up only from 2 to 4 per cent. 
Since 1943 the low flap transperitoneal section has 
replaced the classic extraperitoneal technique. It 
is a much better operation and simpler to perform. 

During the 8 years covered by their study, the 
authors had no woman die of infection. 

W. Levine and S. Zeichner say that on study- 
ing the 20-year records of 38,775 deliveries at 
Beth-El Hospital in Brooklyn, the incidence of 
cesarean section was found to have risen from 0.9 
per cent in the first 10-year period to 2.7 per cent 
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in the second (New York State ]. Med., Nov. 15, 
1950). At the same time, the maternal mortality 
rate for the operation has been reduced from 9.7 
per cent to | per cent. 

The increasing frequency of the use of cesarean 
section appears to be due largely to greater skill 
in realizing quickly that, in a given case, the child’s 
head is too large for the pelvis. Thirty-seven per 
cent of all cesarean sections were done because of 
this disproportion. 

The operation is also being performed more fre- 
quently for severe toxemia, and it is being used 
more often in the treatment of placenta previa. 

The fetal mortality was 5.8 per cent in this series 
of cases. In 2.2 per cent the child was stillborn, 
and in 3.6 per cent it died shortly after birth. The 
majority of the infants died because of their pre- 
maturity; they weren't quite ready to live. In some 
of the cases the mother started bleeding before the 
child was born, and as a result, the infant probably 
died of anoxia. 


Epidural Hemorrhage in Children 


One of the difficult problems that is often encoun- 
tered by a general practitioner is that of the infant 
who has fallen out of a window or off of a table, 
and has probably fractured his skull and gotten an 
epidural hemorrhage. It is, of course, highly im- 
portant to make the correct diagnosis quickly, and 
then, quickly, to remove the clot. 

A fine article on this subject by James B. Camp- 
bell and Jonathan Cohen will interest many (Surg., 
Gynec. & Obst., March, 1951). They describe the 
interrelation, in infants, of the periosteum of the 
skull bones and the dura, and the way they behave 
after serious trauma. The syndrome of advancing 
pressure on the brain is well described. The writers 
give 20 case reports. 

Some of the children, a little while after the acci- 
dent, became unconscious; sometimes there was 
some swelling of the scalp; hemiparesis occurred 
thirteen times, a Babinski sign appeared nine times, 
and decerebrate posture occurred five times. This 
always was an ominous sign. Rarely was there any 
strabismus or convulsion. Stupor and coma were 
common signs, which occurred in 13 and 10 pa- 
tients respectively. Inequality of the pupils was 
noted on the ipsilateral side in nine cases. X-ray 
examination of the skull was performed in 17 in- 
stances, and a fracture was demonstrated in 11. 

Eighteen of the children recovered after opera- 
tion, and only one ef them has some residue. 
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Gastric Carcinoma and Pernicious Anemia 


For some time it has been known that the atrophic 
gastric mucosa of patients with a primary anemia 
is more than normally subject to carcinomatous 
change. This has recently been confirmed by 
studies by J. Mosbech and Age Videbaek (Brit. 
M. J., Aug. 12, 1950). They studied 219 women 
and 82 men who had been treated for primary 
anemia. Out of this group 83 of the women and 32 
of the men have already died, but this mortality 
was to be expected from the persons’ age and sex. 
However, when one tabulates the causes of death, 
one finds that 8 women and 6 men died from car- 
cinoma of the stomach. This is an incidence higher 
than one would expect from mortality tables. 

The conclusion to be drawn is that patients who 
have a primary anemia ought to have the stomach 
x-rayed every year. 


Nor-Epinephrine 


Or tate, there has been a good deal in the litera- 
ture on nor-epinephrine. A good article on the sub- 
ject is by M. H. Nathanson and H. Miller (Am. 
Heart J]., Vol. 40, page 374, 1950). They used, as 
a test object, the heart which has suffered a con- 
duction block, because in such a case the ven- 
tricular rate is relatively stable and uninfluenced 
by extraneous factors. Only the sympathomimetic 
hormones can influence it. Both nor-epinephrine 
and epinephrine were given intravenously to these 
patients in doses of .003 mg. A continuous electro- 
cardiogram was made, and the blood pressure was 
watched. Nor-epinephrine caused, within 30 sec- 
onds, an abrupt rise in blood pressure which lasted 
from five to eight minutes. The ventricular rate 
went up only about five beats a minute. After the 
giving of epinephrine, there was a pronounced and 
more sustained increase in the blood pressure and 
the ventricular rate. 

The authors concluded that nor-epinephrine is 
of no value in the prevention or combating of car- 
diac standstill. In fact, the drug may be dangerous 
because it seems to favor the coming of ventricular 
fibrillation. 


Release of Vasospasm 


Because lately there has been much in the litera- 
ture about the antispasmodic effects of Priscoline, 
it is interesting to see an article by L. G. Crowley 
and his colleagues on the release of vasoconstriction 
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by the use of several drugs (Surgery, June, 1950). 
Vascular spasm was produced by submitting normal 
young men and women to low temperatures. The 
amount of blood flow in response to the injection 
of the several drugs and to blockage of sympathetic 
nerves was measured by means of variations in the 
skin temperature, by changes in volume of blood 
in a toe, and by changes in the mean pulse volume. 
The volunteers first rested awhile at a temperature 
of about 78° F. The skin temperature was measured 
and plethysmographic records were made on a toe. 
The room was cooled to 68° F. and more measure- 
ments made. Then drugs were injected. 

Nicotinic acid and papaverine were found to be 
completely ineffective. Priscoline was moderately 
effective, but its results did not compare favorably 
with those obtained with a sympathetic nerve block. 
The nerve block produced the greatest amount of 
vasodilatation and increased blood flow. 

Similar studies were then carried out using Pris- 
coline on 6 patients, 4 of them with organic occlu- 
sive arterial disease and 2 with a functional vaso- 
spasm. In the persons with organic narrowing of 
the vessels, Priscoline failed to increase the blood 
flow. It was effective in helping only the persons 
with a functional disease. The conclusion was that 
Priscoline might work well in conditions such as 
Raynaud’s disease. 


Irradiation of Ovaries 


Knowinc of the experiments in which abnormal 
banana flies or even abnormal animals have been 
produced by roentgen irradiation of the germ cells, 
some physicians have wondered what might happen 
to children born of mothers whose ovaries were 
once irradiated therapeutically. 

I. I. Kaplan has written an encouraging article 
on the subject (J. Obst. & Gynaec. Brit. Emp., 
Oct., 1950). He tells first of 2 men who, after 
roentgenotherapy to the genitalia, had normal chil- 
dren born to their wives. He then goes on to say 
that he has treated with stimulating doses of roent- 
gen rays 413 married women complaining of amen- 
orrhea and sterility. Of the 362 whose cases were 
followed, 292 resumed normal menstuation, and 
of these, 168 became pregnant. Of the 180 normal 
children born to these women, two have already 
had a normal child, showing that the second genera- 
tion is also all right. 

According to these studies, the amount of roent- 
gen radiation given to these women did no harm 
to the ova. 
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Indications for Therapeutic Abortion 


Tue problem of whether or not to interrupt a preg- 
nancy is often a difficult and ticklish one. Recently 
there have appeared two thoughtful discussions of 
the subject and of the indications for the operation. 

D. I. Arbuse and J. Schechtman have written on 
the neuropsychiatric indications for therapeutic 
abortion (Am. Pract., Oct., 1950). They say that 
when epilepsy flares up and becomes severe during 
pregnancy, then an abortion may be justified. The 
extremely dangerous status epilepticus will some- 
times appear when the woman is with child, and 
this may make abortion imperative. If epilepsy 
flares badly with each pregnancy, the physician 
must consider tying the patient’s tubes. 

Acute encephalitis, when it is made much worse 
by pregnancy, may call for a therapeutic abortion. 
Chorea gravidarum and brain tumors are other 
conditions that may require intervention. In some 
cases it is hard to say whether the woman has dis- 
ease in the brain, or just a severe toxemia of preg- 
nancy. 

Some authorities think that multiple sclerosis 
calls for therapeutic abortion. Probably this should 
be done only when the patient is getting much 
worse with the pregnancy. Some of the patients can 
have a child without much difficulty. Von Hoesslin 
(1934) wrote a monograph on this subject, based 
on his experience in 516 cases. He concluded that 
it is generally wise to interrupt the pregnancy. 

Arbuse and Schechtman described cases in which 
highly neurotic women during pregnancy were 
overcome with pathologic fears. As is well known, 
some women go into a depression during or after 
pregnancy. It is difficult to say whether pregnancy 
has any influence on schizophrenia. 

The authors say that when a girl or young 
woman has been brutally raped and has become 
pregnant, most physicians would like to curet just 
as under similar circumstances they would insist on 
cureting the uterus of their own daughter, but their 
hands are tied because the law still does not permit 
this act of mercy. 

In the London Letter, published in the ].A.M.A. 
for August 20, 1938, it was reported that to the 
great satisfaction of the medical profession, Aleck 
Bourne had been acquitted after making a test case 
of his right to curet the uterus of a girl, aged 14, 
who had been raped and later found to be preg- 
nant. Bourne felt that what he did for this girl 
might perhaps not have saved her from danger to 


her life (the Law's requirement) but he felt that it 
surely saved her from great danger to her mental 
health. 

In dismissing Bourne, the judge pointed out that 
the law did not permit such a humane and merciful 
act. He said that many deeply religious persons felt 
that such an operation must never be performed 
under any circumstances. The judge pointed out 
that, although the jury had freed the surgeon, the 
law still remained on the statute books, and the 
decision of a jury had not invalidated it. 

In their summary, Arbuse and Schechtman said 
that in recent years physicians have become less 
inclined to perform therapeutic abortion unless the 
indications for it are very strong. 

E. W. Overstreet and H. F. Traut analyzed 
the records of 134 cases of therapeutic abortion at 
the University of California Medical School (Post- 
grad. Med., Jan., 1951). They found a trend to- 
ward a decrease in the use of abortion, and par- 
ticularly in the treatment of toxemia, heart dis- 
ease, and tuberculosis. There has been an increas- 
ing use of abortion only in cases of mental disease. 

The authors pointed out the great need for 
modernization and clarification of the laws in re- 
gard to therapeutic abortion. In 37 per cent of 
their cases, the patient was deliberately sterilized 
so that in her case there would be no need for 
more abortions. 

The most frequent indications for therapeutic 
abortion in the California series of cases were: 
heart disease, 21 cases; pulmonary tuberculosis, 15 
cases; chronic nephritis, 11 cases; essential hyper- 
tension, 9 cases; pyelonephritis, 7 cases; uterine 
myomas, 5 cases; psychosis, 5 cases, and hyper- 
thyroidism, 4 cases. 

The authors gave a list of a number of big 
hospitals showing the marked differences in each 
place in the use of therapeutic abortion, as shown 
by the ratio of the number of these interruptions 
to the number of deliveries at term. 


An Operation for Asthma 


IN ASTHMA some good results from stripping the 
larger bronchi of nerves have been reported by B. 
Blades and colleagues (J. Thoracic Surg., Oct., 
1950). The operation was done on 38 patients with 
severe and incapacitating asthma. Fourteen are now 
free from wheezing; eight are better; eight are un- 
improved, and one is worse. One died right after 
the operation and 6 have since died. 
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Information Please 


Prickly Heat 


Q. What is the latest treatment for prickly heat? 


A. According to Dr. Robert L. Stern, writing in 
the ].A.M.A. for January 20, 1951, it was found 
during World War II that a good treatment for 
prickly heat is vitamin C. For adults, the dose given 
was 500 mg. a day by mouth. Infants received 100 
mg. According to Stern, the itching was relieved 
and the rash was cleared up. None of the patients 
showed any clinical signs of deficiency in vitamin 
C. The drug worked well for soldiers in the South 
Pacific. 


Bundle Branch Block 
Q. What is the prognosis after a bundle branch block? 


A. According to A. L. Shreenivas, A. L. 
Messer, R. P. Johnson, and P. D. White, writing 
in the American Heart Journal for December, 1950, 
the most important factor in the prognosis of bundle 
branch block is the seriousness of the underlying 
disease. They studied 281 patients, and found that 
those with rheumatic fever and frank coronary dis- 
ease had the least favorable outlook. The best out- 
look was in those persons without symptoms of 
heart disease whose block was found only on elec- 
trocardiographic study. Some 70 of the patients 
with a right bundle branch block had already lived 


for 5 years. 


Tonsillectomy and Poliomyelitis 


Q. What is the present status of the idea that one must not 
perform tonsillectomy during epidemics of poliomyelitis? 


A. Of late we have been hearing that it is dan- 
gerous to take out tonsils when an epidemic of 
poliomyelitis is on its way. In Laryngoscope for 
May, 1949, D. S. Cunning reported a survey 
through 1946 and 1947 which he said did not sup- 
port the idea that there is a relationship between 
poliomyelitis and tonsillectomy. Among 2,290 cases 
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of polio in 1946, there had been a recent tonsillec- 
tomy in 56. In the following year, there were 4,331 
cases, with 24 in which the child had recently had 
the tonsils removed. 

In 1948, statistics compiled by the United States 
Public Health Service in regard to 10,624 cases 
showed that out of 1,481 cases of the bulbar type, 
there were 27 in which the illness had been pre- 
ceded by tonsillectomy. In the 5,859 cases of the 
spinal type there was a history of tonsillectomy in 8. 
In the 3,284 cases of mild polio there were 4 with 
a previous tonsillectomy. All of the tonsillectomies 
had been performed from one to 30 days prior to 
the onset of the polio. 

Cunning concluded that there was no causal rela- 
tionship between tonsillectomy and polio, and hence 
he did not believe that it was necessary to post- 
pone tonsillectomy in the summer months. How- 
ever, when an epidemic is increasing in severity, it 
is just as well to put off all unnecessary surgical 
operations on children. 

In a letter published in the October 22, 1949, 
number of the ].A.M.A, Cunning wrote again that 
in a group of children subjected to tonsillectomy 
there were 25 per cent of bulbar types of poliomye- 
litis, whereas the usual incidence of this type was 
29 per cent. 

Cunning stated that there were 16,643 tonsil- 
lectomies performed and the children were followed 
for a period of two months after the operation. In 
none of them did bulbar poliomyelitis develop. 
Cunning went on to sav that for 4 years his Com- 
mittee for the Study of Poliomyelitis and Tonsillec- 
tomies of the American Laryngological, Rhinolog- 
ical and Otological Society has tried to learn the 
truth on this subiect. The committee, made up of 
a large number of the country’s leading epidemiol- 
ogists and many local health authorities. now agree 
that tonsillectomies and adenoidectomies or anv 
other elective operation should not be performed 
in a community where poliomyelitis or any other 
contagious disease is assuming epidemic proportions. 
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Q Fever 
Q. What is this Q fever that we are hearing about nowadays? 


A. Q tever was first described by Derrick in 
1937. For a long time, most of the cases were re- 
ported by Australian physicians. The disease oc- 
curred usually among handlers of animals, and 
workers in packing plants. Now, cases are being 
found all over the United States. Quite a few, espe- 
cially in California, occur among sheep raisers. The 
animals carry the Coxiella burnetii, which is a 
Rickettsia. In California, 30 per cent of sheep 
studied possessed antibodies for this organism. The 
parasite is to be found in the dust around cattle and 
sheep ranches. Most of the fevers come in March, 
April, and May. 

Naturally, the disease is easier to recognize when 
the cases come in an epidemic. It is the sporadic 
case that is hard to diagnose. The physician is likely 
to think then of influenza, pneumonia, possibly 
brucellosis, parrot fever, or typhus. In all but a few 
cases, the physician can find that the patient was 
exposed to sources of Q fever. In some epidemics, 
only a few of the patients have been in contact 
with livestock. Others, possibly, get the infection 
through milk, or through inhalation of dust. 

There is a complement fixation test for the disease. 


Otitis Media 


Q. Have any of the antibiotics proved successful in clearing up 
long-standing otitis media, such as that following scarlet fever? 


A. No, the antibiotics and chemotherapeutic 
agents are not successful in eliminating long-stand- 
ing chronic otitis media. Such infections are located 
in the mastoid antrum and in some cases in remain- 
ing mastoid cells. The purulent secretion in these 
spaces is not in direct contact with the blood stream 
and, therefore, is not influenced by medicinal 
agents transmitted by the blood. In favorable cases, 
resolution of the infection can be achieved by local 
treatment, but in the majority of cases surgical 
intervention will be needed for relief. 


Electroencephalography 
Q. Will you kindly tell me something about the new technique 
of electroencephalography? Should a general practitioner order 
this test, and if so, in what type of case? 

A. It is unfortunate that, as yet, physicians are 
not emploving electroencephalography as often as 
they should be. Many, of course, have no access to 
the apparatus, and in many cases the expense of 
having the test made would cause patients to shy 


off. But, the test can be extremely useful in many 
cases. It can serve to pick out the type of irritable 
choleric person who has violent headaches or pe- 
culiar abdominal crises, or puzzling faint spells be- 
cause of an epileptic inheritance. 

In some cases in which a husband and wife are 
much concerned over the possibility that they may 
have transmitted an epileptic inheritance to their 
children, or in which they are fearful that a child’s 
temper tantrums or fever convulsions are epileptic 
in nature, some comfort may be gained if it is found 
that neither the parents nor the child have abnor- 
mal electroencephalograms. Unfortunately, these 
records do not absolutely settle the matter. A nor- 
mal electroencephalogram does not always rule out 
an abnormality of the brain, and in many cases, it 
is hard to say what clinical significance one can at- 
tach to a slight degree of dysrhythmia. 

In many cases, the finding of abnormalities in the 
electric records derived from certain areas of the 
brain is extremely helpful to the neurologist who is 
trying to localize a brain tumor. 

In an editorial on this subject, Dr. Reginald G. 
Bickford, the Mayo Clinic expert in this field, 
pointed out that at the beginning, electroencepha- 
lographers were particularly concerned with the tech- 
nique of localizing brain tumors, cysts, injured 
areas, and abscesses; now they are becoming inter- 
ested also in trying to understand the origins of con- 
vulsive disorders and psychoses. 

When a lesion of the brain is sufficiently large to 
destroy quite a bit of the cortex, this area will be 
electrically silent, while around it will be a zone 
sending off abnormal or slow delta waves. In about 
95 per cent of cases, cortical brain tumors give rise 
to abnormalities in the electroencephalogram, and 
in about 85 per cent of the cases, localization is suf- 
ficiently accurate so that the neurosurgeon can tell 
exactly where to make his craniotomy flap. 

It is now known that when the blood supply of 
the cortex is inadequate. delta waves usually avpear. 

Deep lesions of the brain also produce disturb- 
ances in the electroencevhalogram, but these are 
more widespread, and often consist of dysrhyth 
mias. Naturally, it is more difficult to localize the 
deep lesions. 

Today, more and more effort is being made to 
find and remove focal areas which are producing 
epileptic seizures. Sometimes, now, at the time of 
operation, by applying electrodes to the surface of 
the brain, the surgeon can make sure that an area 
of cortex which looks all right, really is diseased. 

Interestingly, in the course of an ether anesthesia, 
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seven distinct patterns can be recognized in the 
electroencephaiograms, patterns associated with in- 
creasing depth of the anesthesia. These patterns can 
now guide the anesthetist and can warn him of 
the danger that lies ahead. Bickford has devised an 
apparatus by which the changes in the electroen- 
cephalogram control the amount of anesthetic being 
given. 

He has prophesied that the neurosurgeon of the 
future will be required, at times, in the case of a 
psychotic patient, to sever a certain fiber tract that 
is recirculating distressing memories, or he will be 
asked to destroy a thalamic nucleus which is send- 
ing the rest of the brain into epileptic oscillations. 
In carrying out such work, electroencephalography 
will be the surgeon’s guide. A needle electrode will 
doubtless be pushed down into various parts of the 
brain in order to identify the parts that are mis- 


behaving. 


Vagotomy for Chronic Ulcerative Colitis 


Q. What is the present status of vagotomy in cases of chronic 
ulcerative colitis? 


A. According -to Philip Thorek, writing in 
].A.M.A. for January 20, 1951, a favorable response 
was shown in | per cent of such cases, and none 
showed bad effects. In the discussion, Dr. A. F. R. 
Andresen said he was glad Dr. Thorek warned 
against unwarranted enthusiasm for vagotomy in 
these cases. Dr. Emile Holman told of a case in 
which when the man was made angry, the bowel 
showed vigorous peristalsis and even bled. A com- 
plete vagotomy was then performed, and during 
the next two weeks, the bowel was quiet and did 
not respond to emotion as it had before. Unfor- 
tunately, after two weeks, the old condition re- 
curred, even more aggravated than it was before 
the vagotomy, and, as Dr. Holman said, this shows 
that often the late results are not so marvelous as 
are the early ones. 

Dr. J. A. Bargen went on to say that he thought 
that vagotomy helped patients with milder forms 
of the disease, but did not help those with severe 
and advanced disease. Some of them were made 
much worse. The point he made was, that in cases 
of mild disease, no operation was needed. Bargen 
spoke of Banthine, and said it had no effect on pa- 
tients with ulcerative colitis. 

Those many anatomists and physiologists who 
have tried to find how far down the vagus nerves 
go were none too sure that it went to the colon, 
and most of them were fairly certain that if the 
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nerves ran down onto the colon they influenced 
only the right half of this part of the bowel. 

Our impression is that it would be well if sur- 
geons would now stop performing vagotomy for ul- 
cerative colitis and wait to see what the end results 
of the operation are. 


Allergy and the Common Cold 


Q. One hears it stated occasionally that the common cold is a 
manifestation of allergy. How much truth is there in this? 


A. There probably are some attacks of what looks 
like a cold, which are really attacks of allergy, due 
either to an inhalant or to the taking of some food 
to which the patient is sensitive. However, in a 
recent study by N. D. Fabricant in the Archives of 
Otolaryngology for December, 1950, the author 
concludes from studies on students, that the idea 
that colds are due to allergy has not been substan- 
tiated. It is often hard to tell an allergic cold from a 
vasomotor storm in the nose. Fabricant reminds us 
that a number of studies have shown that the anti- 
histaminic drugs do not control the common cold, 
and this fact is rather against the idea that many 
colds are due to allergy. 

When a person is observant, he or she will note 
that a sort of cold follows the inhaling of a certain 
type of dust. For instance, a certain woman gets a 
“cold” with hay fever whenever she sifts flour pre- 
paratory to making a cake. We know of a physician 
who worked in a library when he was a boy and 
is highly sensitized to book dust; he always gets a 
sneezing spell and a nose full of mucus for some 
hours after he has taken down an old book from 
a shelf. Any one who suspects that some of his colds 
of short duration are due to allergy should keep a 
record of just what he does before such an attack. 

A recent, excellent discussion of the vasomotor 
type of colds is to be found in the little book on the 
nose by Harold Wolff and his colleagues, printed 
by Charles C Thomas, Springfield, Illinois. 


Bursitis 


Q. | have a patient, a man of 50, who has recently developed 
what appears to be a bursitis on the left shoulder with great 
pain which causes much distress. He has had six weeks of 
physiotherapy and diathermy without any result. X-ray exam- 
ination shows faint calcification of the bursa. What is a good 
treatment? 


A. The best treatment for these cases and one 
which cures two out of three within a few days is 
roentgenotherapy. A couple of exposures to x-rays 
are likely to bring a very satisfactory result. 
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Twitching of the Eyelid 


Q. What is the cause, the name of the disease, and the treat- 
ment for that annoying little muscle twitch that people complain 
of often, usually in the eyelids? The condition seems to be 
transient but it is annoying. 


A. We cannot remember ever having seen the 
subject discussed but we've often experienced the 
twitching. Usually it lasted only a matter of min- 
utes, or an hour or so. It would seem most probable 
that the muscles of the eyelids are peculiar and 
particularly devised for a certain type of work. 
Physiologists know that certain forms of muscle 
have a greater tendency to rhythmic action than 
others have. Theoretically, if the condition should 
keep returning often, one could give the patient 
some calcium or quinine or quinidine with the hope 
of quieting it a bit. 


Chronic Lymphedema 


Q. | have a patient, aged 54, a farmer who seven years ago 
developed a diffuse swelling of his right cheek and upper lip. 
There is no redness or pain and nothing to be found in the 
nose or throat or teeth. All of the teeth on that side have been 
removed. The swelling sometimes subsides a bit; it never returns 
to normal. Sometimes the swelling is so bad that a bag-like 
tumor hangs from beneath the right eye and the face is dis- 
torted. An allergist could find no offending substance. X-ray 
treatment of the affected area had no effect. My impression is 
that it is an angioneurotic edema. Otherwise, the patient is in 
good health. What is the probable cause and is there any 
treatment? 


A. One would suspect a chronic lymphedema. 
The syndrome is known; fortunately it is rare; the 
cause is unknown. In some cases the local injection 
of boiling water gives good results. 


Melanoma in Children 


Q. | have a child of ten from whom | have r d a mel 

which looks histologically like a lignant mel , but the 
pathologist tells me that at this child’s age, these tumors rarely 
behave in a malignant way. Is this true? 


A. Yes, in the May, 1950 Journal of Cancer, 
Dr. J. C. Lees and Dr. Thomas W. Lees, writing 
from the Laboratory of the Royal College of Physi- 
cians of Edinburgh, state that these tumors in 
prepubertal children rarely behave in a malignant 
way, no matter how malignant they may look under 
the microscope. The Drs. Lees went on to say that 
many sarcomas of the skin and the uterus have so 
little malignancy in them that although they may 
infiltrate tissues and recur after excision they rarely 


metastasize. The authors made the point that al- 
though a tumor may look malignant under the 
microscope it may not behave in that way in the 


body. 


“Intestinal Flu“ 


Q. What is the etiology, name, and best thod of treat t 
for the disease that is often epidemic throughout the United 
States and manifests itself by violent nausea, vomiting, cramps, 
and diarrhea? 


A. Some have called it an infectious gastro- 
enteritis but it is unlikely that the disease is associ- 
ated with any inflammation of the bowel. In many 
of these patients, for a few hours, the digestive 
tract empties itself violently in both directions. Next 
day the patient is tired but there is no soreness of 
the intestine and no residuum of diarrhea. 

In some epidemics, half of the nurses or interns 
or workers in a hospital will be down with the 
disease or half of the soldiers in a barracks will be 
knocked out. Usually there can be no treatment 
because the “storm” lasts for only a few hours. 
Rarely is there any residuum of diarrhea or illness. 

In different epidemics the disease will vary. In 
some epidemics it will be called intestinal flu. 

Alvarez once suggested that the disease is due to 
a neurotropic virus which does something to the 
nerves of the bowel. This idea is reinforced now 
by recent observations showing that a virus like 
the Coxsackie, which during an epidemic will 
combine with the poliomyelitis virus to produce 
paralysis in some children, in others will produce 
only the syndrome of vomiting and diarrhea. 

Little if anything can be done in the way of 
treatment. Nothing, of course, can be given by 
mouth or bowel. A hypodermic sedative might help. 
Fortunately, the disease usually is over before it 
can be treated. 


Sulfur and Arthritis 


Q. Has sulfur anything to do with rheumatoid arthritis, and 
does it pay to give compounds of sulfur in the treatment of this 
disease? 


A. No. Careful studies have failed to show anv 
disturbance in sulfur metabolism in cases of rheu- 
matoid arthritis, and leading rheumatologists today 
do not use sulfur compounds in the treatment of 
any form of arthritis. Time and again in the past 
such compounds have been used and recommended, 


but always, after awhile, the doctors have lost their 
enthusiasm. 
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PRESERVING THE DOCTOR-PATIENT 


BY ROBERT R. GROS 
San Francisco, California 


“FREEDOM of individual initiative,” the Freedom 
which Welfare State planners would deny us, finds 
a most notable expression in the family physician. 
His is a responsibility to practice intelligent public 
relations, if he is to preserve the very system which 
makes possible a genuine doctor-patient relationship. 

Even the fundamental doctor-patient relationship 
is intimately related to the struggle for men’s minds 
which has divided us into two worlds. The struggle 
is between so-called “security” or “welfare” through 
collectivism on the one hand, and freedom or indi- 
vidual rights on the other. 

The Welfare State idea—the negation of what 
Justice Brandeis called “Freedom to be let alone” 
—is spreading throughout the world. In Britain 
people have become more obsessed with security 
than inspired by opportunity. In America we are 
living in an era of what I term “false truisms.” 
We've become victims of slogans and catch phrases 
—the “Square Deal,” then the “New Deal” and 
now the “Fair Deal.” All piously profess faith in the 
American system of individual enterprise and gov- 
ernment; but whether they realize or admit it, they 
always move toward a collective economy or “hand- 
out state” that stifles initiative and individual free- 
dom. 

The noble and much vaunted “Four Freedoms” is 
iust about the greatest political catch phrase of all. 
Did it ever occur to you that The Bird in a Gilded 
Cage has all Four Freedoms? He has freedom from 
want, for he is fed and watered daily. He has free- 


This article is based on the author's address at the Acad- 
emy'’s Third Annual Banquet, held in San Francisco, 
March 21, 1951. 
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dom from fear, for in his gilded cage he is safe from 
his enemies. He has freedom of speech, for he can 
trill and warble all he wants; and I assume he has 
freedom of belief. But this bird doesn’t have life's 
most important freedom of all—freedom of indi- 
vidual initiative and action, liberty, itself. The bars 
of his cage are the barriers to his free enterprise. 
You cannot divide freedom. You can’t take even 
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one kind of freedom away from someone and still 
call him a free man. Yet there are forces of igno- 
rance or evil seeking to destroy one freedom or 
another. This is a piecemeal fight to the finish for 
freedom. It is being fought on many fronts around 
the world, some of which I have been able to visit 
peisonally all the way from Berlin to Delhi, observ- 
ing various phases of the Cold War that's grown 
warm in spots, boiled over in others, and may yet 
become big enough to win a Roman Numeral III. 

Many of us sometimes regard the Cold War as a 
foreign affairs problem—removed from our day-to- 
day problems of pills, pimples, and pink-eye, of 
keeping patients happy, of meeting the payroll, and 
of drawing a paycheck or a professional fee. This is 
not a thoughtful view, for it dismisses some deep 
realities. It is born of a dangerous attitude of in- 
difference toward problems which business and pro- 
fessional men often feel don’t really concern them. 

That attitude is blindly unrealistic because we 
are enmeshed in the Cold War in our everyday pro- 
fessional and business lives. 

Individual freedom has been destroyed in much 
of the world—and it is in jeopardy here at home. 
And what better evidence could we have than the 
fact that the medical profession—traditionally re- 
spected and untouched by the shackles of politics— 
should have to lay down its scalpel and stethoscope, 
and take up the cudgel to fight for its very survival. 

There are those wishful thinkers among medical 
people who naively believe the fight is won, even as 
the patient sometimes mistakes the temporary relief 
of morphine for cure. True, the enemy began to 
pull his punches once the great profession began to 
stand up and fight back. But in all probability he is 
only regrouping for renewed battle or infiltration, 
perfecting more devastating weapons, concocting 
powerful new drugs of propaganda. 

The enemy—clever, ruthless, and effective—has 
many unwitting allies in American indifference; in 
American tolerance; in men of influence who should 
know better; in some of our public servants who be- 
lieve in political expediency above all else; in in- 
tellectual fools who are duped by false prophets; in 
groups of good American citizens swayed by half- 
truths; in multitudes spell-bound by demagogues. 

Resisting this threat is everybody's fight. The pro- 
posals for socialized medicine are drawn from the 
identical pattern upon which the advance of statism 
is moving throughout the world. No part of our 
economic structure is immune from attack. 

I don’t deny that there exists a real problem. One 
can have nothing but praise for those who sincerely 


seek to raise the level of health in America. There 
can be no denial that sudden serious illness may 
mean catastrophe for the average unprotected citi- 
zen—results that are crushing in their effect upon 
pocketbook and morale. To me as a potential patient, 
health insurance is intelligent, common-sense pro- 
tection against disaster. 


To Have or Have Not 


The argument, then, is not whether we shall have 
health insurance but what kind of such insurance 
shall we have? Shall we continue to develop the al- 
ready existing programs of voluntary health insur- 
ance with their expanding benefits to the prudent 
and far-sighted? Or, shall we cast off the gains of 
past experience for a vicious system of compulsory 
insurance with all the waste, inefliciency, and end- 
less red tape, the fine-print Acts of Congress or 
bureaucratic rules and regulations, and the political 
evils that inevitably would accompany Government 
control of the medical profession? 

The alternative poses a solemn challenge to the 
fraternity of doctors and to those others who believe 
that except for the poor and indigent, the care and 
treatment of the sick is not a function of govern- 
ment. It is up to us to demonstrate that we can do 
the job better and at less cost than can an imper- 
sonal, wasteful, inefficient bureaucratic system. 

Those who advocate socializing medicine are 
master demagogues. Into their hands quite inno- 
cently play a minority of prosperous doctors who may 
be shortsighted or misunderstood. These doctors 
doubtless thoroughly deserve their success; but to the 
public eye, as projected by the socializing propagan- 
dizers, they are made to seem too intent on Cadillac 
convertibles and mink for mama. This does not help 
alleviate the conditions in which the culture bacil- 
lis socialistica flourishes and grows. Don’t misunder- 
stand me; while I’m envious but admiring of those 
who can afford mink for mama, I realize that any- 
one who shows success too conspicuously lays him- 
self open to misunderstanding and criticism. 

As a professional public relations man I should 
be derelict in my duty unless I offered a caution 
from the public relations standpoint. “He who seeks 
equity must do equity,” the lawyers tell us. And 
similarly, public relations-wise, we must recognize 
that good public relations consist not of what we 
say, but of what we do. Bluntly, I suggest a pre- 
requisite before doctors can make a telling case in 
the public mind against socialized medicine on the 
ground that it destroys the traditional doctor-patient 
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relationship. Each must re-examine his own indivi- 
dual situation to make 100 per cent sure that this 
doctor-patient relationship does exist in his own 
practice. 

By the Hippocratic Oath the noble profession of 
medicine is dedicated to the public interest. I urge 
each individual in the profession to police himself 
—to see to it that no single abuse, real or fancied, 
be found in his practice to furnish ammunition to 
the opponents in this battle of socialized medicine. 
And a clear conscience on one doctor’s part is not 
enough. Though the shoe may not fit him, it may fit 
some other doctor in his community. His careless- 
ness or disregard for public opinion at a time the 
profession needs and warrants public understanding 
and appreciation reflects to his colleague’s disadvan- 
tage as well as to his own. 

From a thoroughly personal viewpoint, I, as a 
patient, don’t want the factory, production-belt 
method used to diagnose whether my headache 
stems from my eyes, my teeth, my belly or from my 
mother’s insistence, 30 years ago, that I practice on 
my piccolo when the other fellows were practicing 
baseball. 

I realize that doctors are under heavy pressure 
and are genuinely busy—that doubtless too many 
patients are over-demanding. But remember, it isn’t 
my car I take to my doctor—I take my carcass. And 
to me—just as it is to 150,000,000 other Americans 
—my carcass is my main interest in life. If people 
were not so concerned with the ping-free, no-knock 
operation of their carcasses, those millions of dollars 
wouldn’t be spent on all manner of quick remedies 
and mail order medications—often concocted of 
spinach, sodamint and alcohol and advertised as an 
alleged cure for everything from callow complexion 
to cadaverous calves. 

All my life doctors have been peering into my 
eyes, ears, nose and throat; thumping my chest; 
fingering my wrist; examining my “sample”; and 
thrashing me on various tender spots with infernal 
rubber hammers. I’ve submitted to these and other 
indignities without questioning the reason why. 
I’ve even paid for the privilege. It’s the doctor’s 
business; he has the knowledge and the experience 
I seek. When I’m ailing, my carcass and I are will- 
ingly in his hands. 

Like most patients, I believe in, need, cherish, 
and will strive to preserve a genuine doctor-patient 
relationship—the kind that enables any country 
doctor to know his patient and all about him as a 
whole human being—not just as an impersonal blood 
pressure, basal metabolism rate, or blood count. But 
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if we patients have to get aboard a production belt, 
we have little means of developing confidence in 
our doctor, much less of feeling that we are in- 
dividual cases to him. And we may begin to wonder: 
“If I have to get my medicine that way, maybe the 
government system couldn’t be an awful lot worse.” 
The negation of all this is the old-fashioned family 
doctor. With his modern skills and aids, by his 
thoroughness, patience, and understanding he does 
a mighty job in destroying the climate in which the 
germs of socialism thrive! 

I have seen government medicine in action— 
enough to know that I don’t want it here. On two 
visits to England during the past three years I talked 
with scores of British people in all walks of life, 
about Britain’s experiment in socialized medicine. 
What they told me was both tragedy and burlesque. 

In jolly old England there has developed a hypo- 
chondriacs’ heaven where every little squally-wob- 
ble, fleeting pain, or twitch becomes the need for a 
free overhaul of your chassis. You just queue up 
and have a grand old chat with your fellow subjects 
in the long line of sad-pans waiting to be processed. 
There you learn to develop other symptoms so that 
you are in a constant state of care and repair. It’s a 
jolly game! 

Under the perfectly human urge of getting all 
you can while the getting’s good, there’s a bargain- 
sale rush to get the tonsils trimmed free, to calm 
down palpitating ulcers or to have the appendix ap- 
prehended. And if you can think up a new painful 
ailment and practice faking your symptoms—what 
an opportunity for a free vacation on the govern- 
ment. 


In Dentistry, Too 


But the busiest man of all on the tight little 
island is the “dentician.” He has made and filled 
more craters than all of London had during the peak 
of the blitz-bombing. ‘Tis wonderful to see how 
England is “smiling through” these days—through 
shiny new government teeth, that is. 

This is England’s second ordeal of blood, sweat, 
and tears but this time it is in the free clinics where 
government workers doctor your ills with bitter 
Laborite Socialist pills. But the real sweat and tears 
will come when the exchequer goes flat and more 
shillings and bobs and pounds are taken from the 
austerity-bludgeoned “aristocrats” who have a job 
and work at it. 

The brand of Democracy I learned as a young 
American—the brand to which I have re-dedicated 
myself as I have seen its opposites in other parts of 
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the world—denies the legitimacy of government in- 
terference, unless a business or profession has gotten 
out of hand or failed to do its job. 

Heaven knows, the practice of medicine, like any 
other field, has room for improvement. But must 
we resort to amputation just because the patient 
manifests mild halitosis? Political medicine men are 
bad medicine men in my book. I have yet to see any 
field of business or professional endeavor, outside the 
scope of normal and intended functions of govern- 
ment, where bureaucrats have done a job compa- 
rable to that of free and unfettered practitioners. 

Shall we now surrender one of our American free- 
doms to the hocus-pocus of Socialism which tries to 
spoof us into believing we can get something for 
nothing? Who believes the fraudulent claims of 
Socialism that we could expect the same efficiency 
and economy under politically-managed medicine 
that we get from unshackled professional practi- 
tioners? 

British “free medicine” threatens to bankrupt the 
nation. The British people may think they're en- 


joying a “free ride” but they are receiving inferior 
and inadequate medical service. Never in the history 
of the world has any people had as many teeth and 
as little food to chew with them as Britain today! 

Without compulsion, here in the United States 
of America we have the best medicine in the world 
—and Security Administrator Ewing to the contrary 
notwithstanding, the health of the American people 
is good. We couldn't be too sickly a nation when 
we are bolstering or supporting so much of the 
Western World today. 

The greatness of America is not confined to our 
material resources, our productive capacity, our high 
literacy or even our better health. We have not be- 
come the strongest nation on the earth through reg- 
imentation or a system that tends to level off to 
mediocrity. The strength of America stems from the 
strength of character of the American people—a 
character born in freedom, nutured in American 
initiative and incentive, and brought to its fulfill- 
ment under a system which assures dignity of the 
individual, be he big or little in our scheme of things. 
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Latest ‘‘Medical West Point’ Bill 


SHouvp Uncle Sam add to his Military, Naval, and 
Coast Guard academies a U. S. Medical Academy 
for the training of his own doctors? 

A surprisingly large number of Congress mem- 
bers, especially in the House of Representatives, 
believe that is the answer to the problem of keep- 
ing the armed forces supplied with physicians in 
sufficient quantities. Latest bill to be introduced on 
the subject is by a New York Democrat, Rep. Louis 
B. Heller. It is patterned after West Point idea, 
graduates being obligated to minimum of five years 
of Federal service. Each Senator and Congressman 
could nominate four students annually and there 
would be 132 billets from the country at large. All 
appointments would be made by the President. 

In recent years, numerous bills substantially the 
same have been introduced, notwithstanding fact 
that the scheme is looked on with disfavor not only 
by medical educators but by the Army and Navy 
themselves. They realize that while it is not only 
desirable but mandatory that the government train 
line officers, necessity simply does not exist for un- 
dertaking responsibility and expense of providing 
basic medical education as a military support. 

Without exception, armed forces medical leaders 
whose opinions were solicited by GP’s Washington 
correspondent rejected the scheme for a medical 
academy, for following reasons, among others: 
Drawing medical officers from many schools in 
many states gives the corps a healthy, heterogeneous 
complexion; an academy could supply only a small 
percentage of the military’s needs; forming a faculty, 
in times when good teachers are at a premium, 
would almost certainly precipitate an outcry from 
medical schools fearful of “raids” on their own 
staffs; more feasible methods, including financial 
support of existing colleges of medicine, are adapt- 
able for increasing nation’s supply of doctors and 
thereby simplifying Army-Navy problem of keeping 
their medical branches numerically up to par. 

Since serious support of the Heller bill, and others 
like it, is lacking, chances of enactment are 
negligible. 

Although compulsory national health insurance 
is a sleeping—if not a dead—issue, its opponents are 
maintaining vigilance against any new legislation 
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TRENDS AND EVENTS IN THE NATION’S 


that might increase the powers of its most articulate 
Federal proponent, Federal Security Administrator 
Oscar R. Ewing. This was evidenced in May at 
separate hearings conducted by House Interstate 
and Foreign Commerce Committee on bills for 
financial strengthening of local public health units 
and for amending the prescription provisions of the 
Federal food and drug laws. 

Questioning of Ewing by committee members be- 
trayed their concern that both bills, while worthy 
and desirable on the surface, would add appreciably 
to his authority. (As Federal Security Administrator, 
Ewing is titular head of both Public Health Serv- 
ice and Food and Drug Administration, which are 
components of FSA.) 

One of the witnesses, Charles Wesley Dunn, 
general counsel of American Pharmaceutical Manu- 
facturer's Association, came directly to the point 
when he testified, with reference to the idea of em- 
powering Ewing to decide which drugs shall be dis- 
pensed only by a doctor’s prescription: 

“The first objection to this administrative au- 
thority is that it empowers the government to decide 
the therapeutic value of drugs, in a controlling 
sense, whereas this decision is, always has been, and 
always should be the clinical function of the medi- 
cal profession. The second objection to this admin- 
istrative authority is that it vests in the government 
significant bureaucratic control of the drug industry 
and medical profession, which the FDC Act does 
not contemplate and is repugnant to its philosophy, 
and which is inherently undesirable. 

“The significance of this control is indicated by 
saving that it is a life-and-death control of nonpre- 
scription drugs and a dominating control of pre- 
scription drugs; that it may be directed or slanted 
to achieve a government concept of medical care; 
that it is an important step toward socialized medi- 
cine; and that it will be exercised by an executive 
who is the government leader for such medicine. 

“The third objection to this administrative au- 
thority is that it is certain to increase the cost of 
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medical care, to an important extent that cannot be 
measured now. For this authority is bound to be 
progressively exercised; it can only be exercised to 
convert non-prescription drugs into more expensive 
prescription ones; and there is a wide area for its 
marginal exercise, which is open for infinite govern- 
ment exploration.” 

Public hearings on the prescription-drug bill were 
concluded May 5 without any medical testimony 
having been presented, a strange omission that was 
commented upon by several members of the investi- 
gating committee. Although representatives of 
A.M.A. were in attendance throughout as spectators, 
none gave testimony nor was a statement in the 
association's behalf filed. 


Other Washington Medical Notes 


In other areas of medical and public health inter- 
est, the Washington scene is characterized more by 
words than by action. Senate Labor and Public 
Welfare Committee continues its staff study of 
voluntary medical and hospital care plans and 
prospects are dim that any legislation in this field 
will be enacted this year. The Health Resources Ad- 
visory Committee which was established last sum- 
mer in National Security Resources Board has been 
transferred to Office of Defense Mobilization, with 
Dr. Howard A. Rusk continuing to serve as 
chairman. 

Resignation of Dr. G. Foard McGinnes as medi- 
cal director of American Red Cross and his replace- 
ment by Dr. David N. W. Grant, who will also be 
director of the National Blood Program, probably 
will be a topic for discussion at the annual A.M.A. 
meeting in Atlantic City this month. 


COST OF GOVERNMENT CAN 


New government publications, issued within past 
month and which may be useful and of interest to 
practitioners, include the following: Migratory 
Labor in American Agriculture, a portion of which 
deals with medical and hospital care of migrant 
workers; Industrial Health and Medical Programs, 
a compend of literature of the subject; Public 
Health Areas and Hospital Facilities, giving a state- 
by-state summary; Chronic Illness, a digest of liter- 
ature published during past decade, and Bureau of 
Mines Information Circular No. 7600, describing 
standards in testing and approval of respiratory pro- 
tective devices. The circular is obtained without 
charge from Publications Distribution Section, 
4800 Forbes St., Pittsburgh 13, Pa., while the other 
volumes are purchasable from the Government 
Printing Office, Supt. of Documents, Washington 
3, DB. C. 

Office of Price Mobilization, recognizing chari- 
table and nonprofit nature of 90 per cent of hos- 
pitals, has extended hospital charges from ceiling 
regulation until October 9 and indefinitely there- 
after, subject to withdrawal. The order points out 
that “increases . . . generally may be necessary to 
maintain adequate care and treatment of the sick 
and injured.” 

Dr. Richard L. Meiling has confirmed his inten- 
tion to resign chairmanship of Armed Forces Medi- 
cal Policy in “a few months.” Dr. Meiling has been 
on leave from Ohio State U. for two years . . . will 
return to his post there as assistant professor of ob- 
stetrics and gynecology. 

FSA has surveyed 1949 income loss and medi- 
cal costs . . . reports voluntary insurance covered up 
to 18.8 per cent of all physician and hospital serv- 
ices—an increase of 20 per cent in that year. 


BE REDUCED 


AN AROUSED cITIzENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let’s do something about 
it! The Hoover Commission found, for example, that: 

After two government agencies made separate costly investigations and reports, Congress au- 
thorized each to construct the same Pine Flat project in California. 
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LITTLE STORIES 


ABOUT INSURANCE 


BY RALEIGH E. ROSS 


THE AVERAGE pocTor has neither the time nor the 
inclination to become an expert in insurance. Yet 
there are lessons of practical value to be gleaned 
from the experiences of business men, and others, 
in connection with various types of protection. 

One day, when business was slow, a Chicago 
merchant stood in the doorway of his store looking 
at the firehouse across the street. The firemen were 
busily ‘engaged in polishing the “bright work” on 
their powerful engine. It gave the merchant a com- 
fortable feeling. In case of fire at the store, these 
men could probably start to work on it in thirty 
seconds. 

Unfortunately this complacency led him into a 
false sense of security. Although he had carried 
adequate fire insurance for years, recent reductions 
in business volume made him feel it was desirable 
to cut expenses somewhere. “Surely,” he decided, 
“the logical place to begin is with my fire insurance 
premiums.” So, depending on his good neighbors, 
the firemen, he lapsed his policy. 

Within a year, the great Stockyards conflagra- 
tion swept this section of the city. The firehouse 
across the street burned. Even the familiar engine 
was destroyed. The hungry flames leaped the street 
and completely consumed the merchant's stock. He 
was ruined financially. He had cut expenses at the 
wrong place. 

While on the subject of fire insurance, doctor, 
here's a timely suggestion which may well apply to 
you. Have you kept your coverage in line with ris- 
ing property values? For example, $8,000 fire insur- 
ance on your house may have been adequate in 
1940. Possibly now the proper figure is $16,000. 
It you still carry only $8,000 you are insuring for 
only 50 per cent of its present value. This means 
that you are, in effect, a co-insurer, carrying half of 
the risk. 

If your house should be half destroyed the com- 
pany would pay you, not $4,000, but $2,000. To 
have full coverage, on partial losses, you must carry 
at least 80 per cent of the present valuation. This 
means, in the case we are considering, at least 80 
per cent of $16,000 or $12,800. Even then, if your 
house were totally destroyed by fire, you would 
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suffer a 20 per cent loss, receiving $12,800 instead 
of $16,000. 

This same principle applies to fire insurance on 
any business property you may own, or on your 
furnishings and personal property in your home. 


A motorist, returning from an evening banquet 
was driving north on Michigan Boulevard. It was 
a cold, wintry evening and the pavement was slip- 
pery. Another motorist was changing his tire at the 
approach to the bridge over the Chicago River. 
The driver saw him in time and put on the brakes. 
But the automobile swerved and skidded, pinning 
the other man against his car, inflicting serious 
permanent injuries. 

The driver was sued for $40,000. When the or- 
ganization which carried his liability insurance 
learned that their customer had had a couple of 
cocktails at the banquet, they refused to have any- 
thing to do with the defense. They came through 
with the limit of their liability ($10,000), and 
washed their hands of the case. 

The jury awarded the injured man a $30,000 
judgment against the driver. So he was faced with 
the necessity of raising $20,000. He did it, but it 
wrecked his business! 

The major mistake this business man made was 
in carrying liability insurance which was inade- 
quate. His policy called for “ten and twenty, ’mean- 
ing a $10,000 limit for injuries to one person and 
$20,000 if two or more are injured in a single ac- 
cident. Liability of $25,000 and $50,000 requires 
a premium of less than 10 per cent more than 
$10,000 and $20,000, although it multiplies the 
coverage by 22. So, for a few dollars more a year 
in premiums, this man’s business would have been 
saved. 
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A dentist, at the height of his successful career, 
contracted a serious internal condition which later 
caused his death. The outward manifestation was 
an unsightly rash on his hands. He had to give up 
his profession. He was totally and permanently dis- 
abled, as far as dentistry was concerned, even 
though not hospitalized or confined to his home. 
So the insurance company, under the terms of his 
contract, began to pay him $300 a month. This 
guaranteed income continued regularly for several 
years—during the remainder of his life. Often this 
dentist expressed to the insurance company repre- 
sentatives his thankfulness for having acquired this 
valuable health and accident policy in time. 


In 1949 Richard Roe bought a $15,000 Ordinary 
Life Policy with a 20-year Family Income Rider. 
Premiums $131.55 quarterly. In July, 1950 Mr. Roe 
was suddenly stricken with bulbar poliomyelitis. 
He died in the hospital a few days later. 

Total premiums paid $657.75. 

The policy proceeds are being paid to Mrs. Roe 
and if she does not live to get them all, will con- 
tinue to the children. During the family income 
period there will be 226 monthly installments of 
$150 each. CA 20-year Family Income Rider pro- 
vides that a policy will pay 1 per cent a month 
of the face of the policy for a period of 20 years 
from the date of the policy. This man had lived 
14 months so 226 payments were guaranteed. ) 

At the expiration date, the policy's face ($15,000) 
will be paid monthly as a life income 20 years cer- 
tain. Total guaranteed payments, $47,256. 

What oles 3 investment shows any possibility of 
paying over $47,000 for $657.75! That Family In- 
come Rider is especially designed for a case where 
the insured’s children are small. It guarantees an 
income until they are grown and then the face of 
the policy in w hatever form is desired—in one sum, 
or in monthly payments for life, or for a specified 
period of years. 


In mid-1929 a Midwestern executive bought a 
single premium annuity guaranteeing him $166 a 
for life. The noted that the cus- 


tomer, after drawing his check for this policy, still 
had a balance on his stub exceeding $50,000., He 
tried to sell him more—without success. 

Toward the end of the year, the depression came 
and this executive lost his $50,000 and his business. 
He and his wife when last heard from had learned 
to live comfortably in a small town in Florida, on 
their monthly annuity check. They were even find- 
ing time to enjoy life. But what if this man had 
failed to buy this annuity? He has often referred to 
it as “my best investment.” 


Fire insurance, automobile, liability, accident and 
health, life annuities—what a wealth of additional 
stories are available all over America to show their 
vital value. The same is true of other branches of 
insurance in addition to the five featured in these 
true stories from real life. 

With such things happening in the lives of rela: 
tives, friends, and neighbors, one can easily under- 
stand why the vast majority of Americans are pro- 
tection minded. For example, more than seventy 
million Americans own approximately 215 billion 
dollars of life insurance protection alone. Add, also, 
the millions of people who are beneficiaries of these 
policies and the millions who own insurance other 
than life. With these figures in mind, it is safe to 
conclude, that at least 95 people out of 100, through- 
out the nation, are interested in insurance, either 
as a policyholder or beneficiary. 

Yet, some men, like the merchant, build their 
house of protection—then tear it down. Others, like 
the motorist, build inadequately. And a great host, 
who know better, procrastinate. They forget that 
it may be later than they think. 

A suburbanite put on a frenzied spurt to catch 
his train—but missed it. A bystander impressed by 
his nearly successful effort remarked: “A good try; 
if you had run a bit faster you would have made it.” 

“No,” said the man, “it wasn’t a case of running 
faster, but of starting sooner.” 

It is never too soon, doctor, to give careful thought 
to your insurance. Few personal considerations are 
more important both to you and to those whose 
future welfare depends on you. 
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F. SCHLESSELMAN 


A poctor’s professional value in terms of money 
is estimated at ten times his yearly earnings. Since 
the day will come when the man will not be able to 
work or to earn much, it is wise to build up a money 
reserve against the depreciation of his human value. 
No one knows better than does a doctor about the 
depreciation that gradually takes place in the human 
body. Unless a man starts planning early he may 
not be able to achieve the comforts that go with 
financial independence in later life. 

A physician’s case differs greatly from that of the 
man in business. The latter may be associated with 
a company, who through the years, builds equities 
in his enterprise which, if all goes well, will pro- 
vide a back-log for retirement, sickness, or death. 
If he operates his own business, that business may 
go on perfectly after he drops out. Not so with a 
doctor’s practice. When his work slows up because 
of sickness or old age, or stops with his death, his 
income from his profession will cease. Hence the 
comfort and needs of his family, or his personal ex- 
penses in event of a prolonged sickness, or the funds 
required for his retirement must be provided for by 
savings that he has had the foresight to make during 
his early years. 

Mortality tables show that the life expectancy of 
a doctor is somewhat shorter than that of the aver- 
age man. The educational period required to qualify 
a man as a physician is long. These two factors 
shorten a doctor’s period of productivity. It is, there- 
fore, all the more essential that he start planning 
and establishing a life insurance and annuity pro- 
gram as soon as his earnings will permit. 

One reason why a physician is wise to buy in- 
surance and annuities is that he is usually so en- 
grossed in his work that he pays little attention to 
the investment of his yearly savings. Sometimes the 
results of this neglect are disastrous. A doctor needs 
help not only in buying securities but also in watch- 
ing over them. Usually he has neither the time nor 
the experience to do this. 

Insurance companies have a force of experienced 
men who are constantly watching market trends 
with special emphasis on the condition of the enter- 
prises in which they have stocks and bonds. When- 
ever conditions become unsatisfactory in some of 
these companies, they sell their stocks or bonds, and 
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buy others. A doctor has no time for such study 
and watchfulness, and for him, the systematic pay- 
ments made toward a well-planned Life Insurance 
or Annuity Program usually prove more satisfactory. 
He gets the investment help he needs plus security, 
plus a minimum outlay of money, plus a minimum 
risk of capital invested, and, above all, a maximum 
peace of mind. 

Men who have reached maturity often find that 
the dollars they placed in insurance and annuities 
during their productive years have now greater 
value than do funds that they invested in other 
ways. To illustrate: If a man had wanted at time 
of retirement, to have an income of $6,000 per year 
from savings, he would have had to accumulate 
about $300,000 Cat current rates of 2 per cent). 
How many men in the medical field—or any other 
field for that matter—can save that much during 
their active years? But, by spending each year a 
moderate amount of money, a man can buy Insur- 
ance and Annuities that will give him $6,000 a 
year at age 65 or any other time of retirement. 

The question is often asked, “How much of my 
yearly savings should I place in life insurance and 
annuities?” The answer is “Enough to feed and 
clothe and house your dependents and educate your 
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C. F. Schlesselman has had much experience in 
Estate Planning for individual clients and in estab- 
lishing Group Life and Retirement plans for 
business and professional groups. 


His early business life was in the Investment 
Banking and Trust field. During the last twenty- 
three years he has been associated with the Sun 
Life Assurance Company of Canada in the Min- 
nesota Branch. 


He has a large personal clientele, and among 
his better known accounts is the Mayo Clinic of 
Rochester, Minnesota, where he estab.ished a very 
successful retirement plan for their entire pro- 
fessional and nonprofessional staff.—Eprror 


children in case you should die; also enough to in- 
sure you and your dependents an adequate income 
when you retire.” The “enough” depends upon 
your particular circumstances, and it is upon these 
circumstances that the life insurance counsellor 
works out the answer. 

An average physician, at age 40, with a wife and 
two young children, with his home paid for, and 
earnings to some $10,000 a year, should, even in 
these times of heavy taxes and high living costs, set 
aside at least 20 per cent of his net income for life 
insurance and annuities—more yet if all of his obli- 
gations and commitments are well in hand. To the 
“When should I buy?” 
soon as you can, and while health, age, and earn- 
ings are in your favour.” 


question the answer is “As 
Annuities can be pur- 
chased at any time without giving evidence of in- 
surability. 

Careful study is required to solve the insurance 
problems of individual physicians. Each man’s needs 
should be appraised by a competent insurance coun- 
sellor to ascertain how much insurance he can af- 
ford to buy each year. When a man begins the 
practice of medicine he must expect some time to 
elapse before he will be making much money from 
his profession. Unless he has other sources of in- 
come, death in his earlier years would be a catas- 
trophe to his wife and children. If his practice is 
slow in starting he can, at age 35, buy a $10,000 
Ten Year Insurance policy for as low as $80.40 per 
year. When his practice increases he can convert 
this policy to other types of insurance which will 
provide greater values without his submitting to an- 
other medical examination. Low cost policies can 
also be bought to insure his childrens’ education in 
event of his premature death. As soon as his earn- 


ings permit, these policies can be converted into 
others which will provide funds for education even 
if he should die. 

Term Insurance policies are issued at low cost 
because they do not build up cash or loan values, 
as do Paid-Up insurance, or Extended Term in- 
surance. These policies provide only one thing— 
protection for a limited period. In this way the 
insurance gives the young doctor freedom from 
worry about money matters, and enables him to 
concentrate on establishing his practice. 

The basic plan of all Life Insurance policies is 
the “Ordinary Life.” About 70 per cent of all life 
insurance in force today is on this plan. The follow- 
ing illustrates the features of this plan for a man of 
age 35: 


To purchase a $10,000 Ordinary Life nonparticipating contract 
requires an annual premium of $222.40. Should the man die 


during the first year, his family will receive 45 times the original 
deposit of $222.40. He would have to live to age 80 before his 
yearly premiums would add up to $10,000. Should he survive the 
age 65, or 30 years from the date of issue of the policy, he 
can choose any one of the following options: 

A. He can take $5,170 in cash, 

B. He can take $7,240 as Paid-Up Life Insurance, 

C. He can take $10,000 worth of extended term insurance 
for 14 years and 32 days, or 

D. He can continue to pay the annual premium and receive 
the full death value of $10,000. Other options are also avail- 
able. 


When finances permit, it is well to begin a pro- 
gram using the Limited Payment Life or the En- 
dowment type of contract. A formula can be found 
that will fill the need of a young man with a low 
income, as well as of a man with an established 
practice and higher earnings. Payments of premiums 
may be made to suit the man’s convenience— 
monthly, quarterly, half-yearly or yearly. Provisions 
for Waiver of Premium in case of the man’s dis- 
ability can also be added at a small additional cost. 
It can be arranged that benefits from the policies 
will be paid to named beneficiaries in installments 
for life or any fixed period. 

Family Income policies have increased in popu- 
larity in recent years because of the large benefits 
these plans provide for the assured’s family. The 
basic plan can be an Ordinary Life, a Limited Pay- 
ment Life, or an Endowment policy, combined with 
term insurance which becomes less each year. This 
gives a greater measure of protection over a fixed 
period. Such Family Income benefits usually run 
from 10 to 20 years, or to age 60 or 65. For ex- 
ample: A $10,000 Ordinary Life participating 
policy with Family Income Benefits issued at age 
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35 could, as soon as the man died, provide a month- 
ly income of $150 for the family for a period ending 
30 years after date of issue. Then the basic sum of 
$10,000 could be paid on any pre-arranged basis. 
This contract requires an annual premium of 
$422.80 to age 56 and $271.90 thereafter. Dividends 
can be used to reduce the annual premiums or they 
can be left to accumulate and increase the benefits. 
When the doctor’s earnings increase, such insur- 
ance can be converted into other types such as 
regular endowments or income endowments which 
would provide continued protection for the family, 
while at the same time creating larger reserves with 
which to establish more personal benefits at ma- 
turity, perhaps in the form of retirement annuities 
or cash. 

When the family’s needs have been fully cov- 
ered, it is then well to supplement the personal in- 
come that will be available from the above described 
policies with annual, premium-deferred, Retirement 
Annuities containing broad options for payment 
at maturity. Of these a popular form is one that pro- 
vides for a joint income payable to the man and his 
wife for as long as either may live. The method of 
payment at maturity depends on the state of health 
of the annuitants and upon other factors requiring 
special analysis when retirement age is reached. 

To the doctor with ample assets, who does not 
have to worry about his own financial problems or 
those of his family, it can be a joy to make gifts to 
children or grandchildren, in the form of Endow- 
ment contracts maturing at their age of 18. These 
policies can be paid for in annual installments as 
desired. Such a policy, usually issued on the life of 
the father of the child who is to benefit, will pro- 
vide for the college education of the child. The 
money is payable at maturity to the parents or 
guardian of the child, on any basis desired. The 
money can be turned over yearly, half-yearly, quar- 
terly, or monthly for a fixed period. There is always 
much joy and satisfaction in giving during one’s 
lifetime. Gifts made in this manner reduce death 
taxes. 

Taxes. Ten or twenty years ago taxes played a 
minor part in our planning, but today a major por- 
tion of every man’s gross income goes into state and 
national treasuries. 

Death of the bread winner creates serious disloca- 
tions in any home. There are funeral expenses, un- 
paid bills, and many other items to be adjusted, but 
the most exacting creditors of all are Uncle Sam 
and the home State. The wise man begins early 
in life to make provisions for these death taxes, to- 
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gether with any income taxes left unpaid. These 
are a first lien on everything he possesses when he 
dies. To prepare for these payments, a man is wise 
to consult a life insurance counsellor who is well 
versed in handling problems of estates. He can re- 
view the man’s policies from time to time to see 
that all needs are covered as fully as possible. In 
these uncertain days a good insurance counsellor 
should collaborate with the attorney who draws the 
man’s will. He should take into consideration the 
distribution of the man’s estate and should dove- 
tail into its disposition the proceeds of life insurance. 

Should the estate be a large one, the help of a 
trust officer is often desirable. He is trained to wind 
up an estate and make the necessary investments 
of funds and other assets left to named beneficiaries. 
Federal and State laws dealing with the descent of 
property are complicated and a man must guard 
against features that may defeat the provisions of 
his will. 

Competent tax consultants working with the in- 
surance counsellor may help the man avoid tax 
penalties which might be imposed during his life- 
time or at his death. The cost is small in compari- 
son to the amount of money that may be saved. 


Federal Income Taxation of Life Insurance 


Monthly payments to a widow for her lifetime, or 
for a specified period after her husband’s death, 
made by a Life Insurance Company under various 
options do not have to be reported for income taxes. 
If the money paid by a Life Insurance Company 
is left on deposit, interest on it is taxable. At the 
time of an insured person’s death, a report should 
be made to the revenue department as to the man- 
ner in which these payments are to be made. 

When an Endowment policy matures during the 
life of the insured, the excess of all amounts to be 
received, over the sum of the premiums paid, must 
be reported. When, however, before the maturity 
of the contract, the insured exercises an option to 
receive the proceeds in installments (for a fixed period 
or for life) an amount equal to 3 per cent of the 
total premiums paid is taxable each year. The ex- 
cess income over this amount is tax free until the 
sum excluded equals the sum of the premiums paid. 
For example, let us say that the matured value of 
an Endowment contract is $10,000 with an added 
$2,095 dividend accumulation. This amounts to 
$12,095. The annual premiums of $535.80 begin- 
ning at age 40 for a 20-year period totaled 
$10,716.00. Three per cent of this total equals 
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$321.48. If the insured (now age 60) elects to re- 
ceive a yearly life income of $774.98 payable in 
monthly installments the amount exempt each year 
from income taxes is $453.50. The remaining 
$321.48 is reportable each year for about 2342 years, 
after which the entire income of $774.98 is report- 
able. 

Dividends on life or endowment contracts are 
not considered taxable income before maturity. 


Federal Income Taxation of Annuities 


Three per cent of the net cost of an annuity is 
considered as taxable income. The balance of the 
annual income is excluded until the aggregate 
amount excluded equals the purchase price of the 
policy. Thereafter all payments received are tax- 
able income for the year received. For example: Let 
us say that the purchase price of an annuity is 
$10,000 and it provides an annual income of 
$780.00. Three per cent of $10,000 is $300; sub- 
tracting this amount from $780 leaves $480 as tax 
exempt; $10,000 divided by $80 is 20.5; hence after 
20.5 years the entire $780.is reportable. There are 
other varying rules governing taxes on annuities 
which require careful analysis. 

Federal Estate Taxation of Life Insurance Pro- 
ceeds also follows a varying rule. Proceeds are in- 
cluded in the insured’s taxable estate if, at the time 
of his death, he still retained any incident of owner- 
ship in the policy. By this is meant that he had re- 
tained some kind of control over the policy or had 
paid the premiums directly or indirectly, or had 
maintained a reversionary interest under which cer- 
tain benefits (no matter how small or far removed) 
would accrue to him. 

Insurance is not included in a man’s estate if, at 
the time of his death, the policy is owned outright 
by a second party who has paid all of the premiums 
and has an insurable interest. The second party 
can be a business associate or a wife with independ- 
ent funds. Insurance proceeds with premiums paid 


out of community funds are includable in the in- 
sured’s estate, unless it can be shown that the wife’s 
own funds were regularly used for payment of the 
premiums. In some cases taxes are allotted propor- 
tionately—based on the percentage of money con- 
tributed by each purchaser. 


Federal Estate Taxation of Annuities 


Under a standard Life Annuity, payments of all 
installments cease at the death of the annuitant, 
hence there is no tax. Under a Refund Annuity or 
“Years Certain” Annuity, the discounted value of 
all future unpaid installments is included in the an- 
nuitant’s estate. Under a Joint Life and Last Sur- 
vivor Annuity, if the purchaser dies, the replace- 
ment value of the continued payments to the sur- 
vivor is includable in the deceased annuitant’s 
estate. If it can be shown that the survivor paid 
for half of the original cost of the annuity, then 
the replacement value of only half of the income is 
includable. There are other situations which may 
alter the tax status of a Joint Annuity. 

Taxes in all of their various forms are subject to 
revision from time to time by Federal and State 
legislatures. Neglect to keep up to date on changes 
may be costly to one’s estate. 


Life Insurance under Marital Deductions 


Proceeds that are now payable under a fixed in- 
surance program to the wife, as elected by the in- 
sured, can now be made to qualify for Marital De- 
duction. This is done by endorsement of the settle- 
ment forms, permitting the wife the right of in- 
vasion. This means that a codicil is added to the 
settlement options, granting the wife the right to 
elect other modes of settlement. This privilege is 
seldom exercised by the widow. 

Since the proceeds of life insurance become a part 
of a man’s estate, the new provisions for marital de- 
ductions entail worth-while savings in estate taxes. 


SURGICAL WISDOM 


Norurnc perhaps brings out the best qualities in a mature surgeon more than the decision to 
leave well enough alone.—ALEXANDER KENNEDY, M.D., British Medical Journal, Feb. 18, 1950. 
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After Hours 


MAGIC AS A DOCTOR’S HOBBY 


BY JOHN McCOLLOUGH SMITH, 


“WIL you do that trick again?” is the finest praise 
for the amateur magician. Here is a hobby, magic, 
that appeals to young and old alike, and almost 
automatically confines itself to good, clean fun. 
Working up a routine, or even figuring out one 
trick, involves application; smooth results do not 
come without effort. Furthermore, presentation and 
patter are important parts of the act, and should be 
an attraction for the man of science who wants to 
dust off the part of his personality that has been set 
somewhat in the background by the diligence of his 
search for medical truth. 

Many people ask, “How do you get started?” In 
answer, I'd say that one of the best ways is a pre- 
ceptor type of arrangement—attaching oneself to 
someone else who is interested in magic. In this 
manner, quite a bit of “the black art” will rub off 
onto the beginner. (Naturally, he must keep his 
hand on his own pocketbook or wrist watch all the 
while. ) 

One magician does not ordinarily ask another in 
a straightforward manner just how a trick is done. 
That is, magically speaking, beyond the pale. How- 
ever, by seeing a trick several times Cand most con- 
jurers seldom break the rule of doing a trick only 
once before the same audience within a short period 
of time) the light may begin to dawn. 

Another way to pick up a start is to visit a magic 
shop. If there is not one close to you, there will un- 
doubtedly be one in some city where you are attend- 
ing a medical meeting. The men who run these 
shops usually demonstrate the tricks they sell. Not 
only that, but quite often these shops have a “con- 
sultant” who gives lessons in magic—for a fee, of 
course. 

Still another way is to study such volumes as 
Tarbell’s Course in Magic or Hilliard’s Greater 
Magic. If you're truly interested, you will find a 
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way to get behind the black curtain. Once there, 
you must remember that the unpardonable sin 
among magicians is to reveal a trick to a nonmagi- 
cian. 

Of the several types of magic, it seems to me that 
intimate or close-up magic offers the greatest chal- 
lenge. It is generally conceded that the magician 
who does the “mostest” with the “leastest” is the 


The author, left, with Harry Blackstone. 


more skillful. Most men do not care to appear with 
their pockets bulging, and consequently prefer to 
concentrate on magic done with the things at hand. 
Some of these include the ever-present cigarette, 
paper napkins, paper money, coins, match boxes, 
handkerchiefs, soda straws, keys, life savers, etc. 

I often ask myself why so many doctors belong to 
organizations whose members are devoted to study- 
ing magic. Perhaps it provides a very excellent ave- 
nue of escape, along the route of which there are 
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many stimulating experiences. Harry Blackstone, 
one of the most famous magicians in the world, is 
wont to say, “It is not my purpose to deceive you, 
but to entertain you in a magical way;” then, after 
he has left you spellbound, he is apt to add, “in the 
vernacular, the kid's clever.” 

It has been my experience that a physician who 
is interested in magic finds himself the target of 
such cracks as, “His doctor friends call him a magi- 
cian, and his magician friends call him a doctor.” 
Or, “He'll have to be a magician to get himself out 
of this one.” 

Sometimes it is a good antidote to an exalted ego 
to have something go wrong. To be sure, it is most 
startling to break an egg into a glass being held by 
a sweet young thing and have the egg remain in 
her hand as you take the glass away, especially 
since the bottomless glass had crept into this trick 
by mistake. We don’t mind cutting the other fel- 
low’s tie in two and then restoring it, but if he 
should suddenly ignore the script and do the same 
to our ten-dollar foulard, it would be funny to every- 
one but the magician. Sucker tricks are always fun 
and sometimes helpful with the aggressive fellow 
in the audience. In using these, the performer al- 
lows the audience to think he has muffed a trick, 
only to turn on them in the end. On one occasion, 
one smarty persisted in trying to get into the act. 
Finally, he was called to the stage, asked to select 
a card, tear it up, then sit on it. He was left sitting 
on it for the remainder of the evening. As I see it, 
however, these things are in keeping with the spirit 
of fun and friendly entertainment which is 
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“Four husbands and this is my first 
baby—can’t you prorate the bill?” 


always forthcoming from the amateur magician. 

Amateur medico-magicians probably will be 
blessed for the most part with intelligent audiences. 
I say “blessed” because doctors’ friends are usually 
in the more alert class mentally, and this category 
is the easiest to fool. They look for the difficult 
maneuver much as some specialists look for the 
rarer disease; they overlook the simple magical 
sleight of hand. The most difficult audience, on the 
other hand, is one made up of children. These little 
tots, Heaven bless them, have no inhibitions, and 
neither the naiveté or subtlety to refrain from em- 
barrassing the performer. They do not hesitate to 
ask, “What's in that hand?” or, “Why did you turn 
that card over?” or to demand, “Let’s see the other 
side!” or, “Let me touch that bottle.” Consequently, 
to perform before children provides a vigorous ex- 
perience in self-control. 

The two big amateur groups are the “Interna- 
tional Brotherhood of Magicians” and the “Society 
of American Magicians.” The “Magicians Guild” is 
the strictly professional organization. However, 
there is much intermingling among the three espe- 
cially on the part of the professionals who are kind 
enough to be nice to us amateurs. 

The ability to take one ten-dollar bill and turn 
it magically into five ten-dollar bills should provide 
some consolation when practice is slack, even 
though it is not too good an idea to try to spend 
the extra four tens. It is my feeling that, for those 
doctors who have a lasting interest in it, magic can 
become a hobby that is relaxing and refreshing to 
themselves and entertaining to their friends. 
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Sitting 
pretty... 


That’s the clinical picture 
shown by the infant started 
and maintained on SIMILAC 


in from birth to birthday. 
= Zero curd tension, adequate 
: vitamin C supply and 1's tol 
: calcium-phosphorus ratio are 
; but a few of the reasons why... 


is so similar to 


human breast milk that 


there is no closer equivalent 


SIMILAC DIVISION + M & R LABORATORIES 


Columbus 16. Ohio 
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GRADWOHL—BENITEZ SOTO—FELSENFELD’s 


CLINICAL TROPICAL MEDICINE 


A completely clinical coverage of tropical disease. International in character 
because of collaborators in foreign countries who have observed and treated the 
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LUIS BENITEZ SOTO, M.D., Mexico, D. F. 


Professor of Pathology, Military Medical School, Mexico; formerly Associate 
Professor of Pathology, Medical School, and Associate Professor of Cancerology, 
Medical School, University of Mexico; formerly Director of Laboratories, Public 


Health Department, Mexico; Colonel, Medical Corps, Mexican Army. 


diseases they describe'—Treatment is fully covered in each instance. 


©». 
Odtlor-tn Chief 
R. B. H. GRADWOHL, M.D., Sc.D., F.R.S.T.M.&H. (London), F.A.P.H.A., Commander, 


, U.S.N.R. (Ret.), Pathologist to Christian Hospital; Director, Gradwohl School 
of Laboratory and X-Ray Technique, St. Louis. 


Editors 


1645 Pages © 473 Illustrations (6 in Color) ¢ Price, $22.50 


OSCAR FELSENFELD, M.D., Chicago, Illinois 
Director of Bacteriology, Hektoen Institute for Medical 
Research of the Cook County Hospital, Chicago; Pro- 
fessorial Lecturer, University of Illinois College of Medi- 
cine and the Graduate College, Chicago. 


With a Foreword by Ross T. McIntire 


A few years ago, when the end of World War II was in 
sight, the plans for CLINICAL TROPICAL MEDICINE 
were laid in a conference between the Editors. American 
troops were returning to this country after duty on foreign 
shores and tropical diseases were appearing daily on the 
American medical scene. Pathologists saw that many dis- 
eases of unknown origin were tropical diseases—they were 
simply not diagnosed properly before. 


Dr. Gradwohl, Editor-in-Chief, with his usual spacious 
view of a problem, decided the book should be “interna- 
tional.’’ There was no point (he thought) in having some- 
one in Chicago write of disease that is peculiar to the Dutch 
East Indies—or for one practicing in San Francisco to cover 
a typically South American malady. Even though that same 
disease may now appear with almost the same frequency in 
Chicago, San Francisco or St. Louis. 


What was needed was literature that would make any 
tropical disease recognizable and treatable wherever it oc- 
curred. And that is exactly what Gradwohl—with the as- 
sistance of two other capable Editors—has succeeded in 
offering to doctors who are being taxed by the problems of 
tropical diseases. 


Vice-Admiral, Medical Corps, U. S. N. (Ret.) 


After serious consideration, the Editors decided that 
climatic, nutritional, and transmissable diseases should be 
stressed—and they sought experts whose clinical and labo- 
ratory experience would be valuable. Thus, the book is the 
work of 57 authors. There are 23 from all parts of the 
U. S. A.—10 from various countries in South America—9 
from Cuba—7 from Mexico—4 from European countries— 
and 1 each from Central America, the Dutch East Indies, 
India and Puerto Rico. 

The material has been well integrated into 73 Chapters. 
It forms a most exhaustive study of tropical medicine—pro- 
fusely punctuated with excellent illustrations of diseases 
never before available in the literature. Tested methods of 
treatment are included in each description. 

American physicians must learn how to diagnose and treat 
conditions that come from unexpected sources — diseases 
simulating temperate zone maladies and, conversely, temper- 
ate zone diseases simulating tropical diseases are appearing 
daily in this country. 

For complete coverage—practical, clin‘cal, authoritative 
information—for one reliable guide through the difficulties 
of these new problems—CLINICAL TROPICAL MEDI- 
CINE is certainly your finest fare. 


Ondex 


Please send me: 


Name 


THE C. V. MOSBY COMPANY 
3207 Washington Blvd., St. Louis 3, Mo. 


Gradwohl-Benitez Soto-Felsenfeld CLINICAL TROPICAL MEDICINE ($22.50) 
Enclosed find check 


[_] Charge my account 


Address 
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Che Practitioner’s Bookshelf 


Pulmonary Ventilation and Its Physiological Regulation. 
By John S. Gray. Pp. 82. Publication No. 63, Ameri- 
can Lecture series. Published by Charles C Thomas 
Company, Springfield, 1950. 


The author of this volume discusses in detail the 
physiologic and biochemical factors which control the 
complex and sensitive pulmonary ventilation system, 
both in health and disease. 

He describes the three integrated parts of the res- 
piratory control mechanism, the co-ordinating center, 
the receptor system, and the effector system. He ex- 
plains how the co-ordinating or respiratory center, 
which is located in the lower brain stem, responds 
continuously to a play of sensory impulses from the 
far flung system of central and peripheral receptors 
which, in turn, are activated by a variety of chemical 
and physical stimuli. 

He shows how this system serves to provide the 
metabolizing tissues with their requirements for gas 
exchange, and how it maintains the human organism 
in spite of various threats to its existence. 

This monograph, written by a distinguished physi- 
ologist, should be of great interest and value for those 
practitioners who wish to understand the underlying 
mechanism of normal and abnormal pulmonarv venti 
lation. —Samuet Hyman, M.D. 


Serum Sickness. By von Pirquet and Bela Schick. Pp. 130. 
Price, $3.50. The Williams and Wilkins Company, Bal- 
timore, 1950. 


This short book, which was originally published in 
1905, is easily read in an evening. While there is 
nothing in the content unknown to physicians today, 
it is interesting reading from the standpoint that the 
original book gave most of the first concepts of allergy 
as we still know them after an elapse of forty-six years. 

—Artuur N. Jay, M.D. 


Physical Diagnosis. By Ralph H. Major, M.D. Pp. 446. 
W. B. Saunders Company, Philadelphia, 1950. 


The fourth edition of this valuable work has just 
been published by W. B. Saunders. It has been re- 
vised to some extent and is well illustrated. Major in- 
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tersperses medical history with text which serves to 
increase the interest of the reader. This book is of 
value to the student as well as to the doctor who 
wishes to review. —Arruur N. Jay, M.D. 


Unraveling Juvenile Delinquency. By Sheldon and Eleanor 
Glueck. Pp. 399. Price, $5.00. The Commonwealth 
Fund, New York, 1950. 


This is a valuable study, undertaken to throw light 
on the reasons for juvenile delinquency, which is now 
such a terrible problem in this country. On page 107, 
the authors wisely comment on the fact that in the 
ancestry of these boys one finds much more than the 
usual amount of mental retardation, emotional insta- 
bility, drunkenness, and criminality. This sort of thing 
showed up, also, in the brothers and sisters of the de- 
linquents. The families of these boys were often de- 
pendent for financial assistance upon relief agencies, 
or relatives, because the bread winner was unwilling 
or unable to assume proper responsibility. 

As the authors say, it is not always easy to tell how 
much of the trouble was due to heredity, and how 
much to miserable home conditions. 

According to studies made with the Rorschach tech- 
nique, it was concluded that the delinquents were 
overly assertive, defiant, resentful of authority, hostile, 
suspicious, and destructive. 

An important point, noted on page 285, is that in 
more than half of the cases these boys showed decided 
antisocial behavior before the eighth year of life; an- 
other 40 per cent showed it before the eleventh year 
of life. —WattTer C. Atvarez, M.D. 


Diabetes Guide Book for the Physician. Pp. 79. Pre- 
pared for the American Diabetes Association, Inc., 1950. 


This is just the sort of thing that the physician 
needs to hand to a patient. It will be convenient, also, 
for a physician who is a little rusty on the handling 
of diabetics. The American Diabetes Association, Inc., 
has an office at 11 West 42nd Street, New York 18, 
New York. This association publishes a bi-monthly 
magazine, A.D.A. Forecast, for patients and the gen- 
eral public. It contains articles written by physicians 
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JUST PUBLISHED! 


Lipman & Massie’s 


Clinical Unipolar Electrocardiography 


A Fresh, More Simplified, More Readily Applied 
Understanding of V-Lead Electrocardiography 


For those who seek a sound basic knowledge of uni- 
polar electrocardiography as well as for those who 
have need for an authoritative guide to technique 
and interpretation, this new manual may be highly 
recommended. 


Unipolar terminology is clearly explained. The pres- 
entation of physiologic principles has been called 
the clearest exposition thus far to appear in print. 
Each principle of technique is described, with 100 
excellent diagrammatic drawings aiding comprehen- 
sion. Particular attention is called to the value of 
V-lead changes in diagnosis and management of the 
different heart disorders and also to effect of the 
heart’s position on interpretation of ECG’s. 


Abnormal patterns resulting from effects of digi- 


talis, quinidine, potassium and calcium, also the 
precordial lead patterns in children as compared to 
adults, are covered in a special chapter. 


Thumbnail sketches are placed right in the text 
proper to demonstrate important points and to speed 
reading. Finally, in a separate section, 91 finely re- 
produced ECG’s are given, each with fully explana- 
tory legend.—By Bernard S. Lipman, M.D., Assist- 
ant in Medicine, Emory University School of Medi- 
cine; and Edward Massie, M.D., Assistant Professor 
of Clinical Medicine, Washington University School 
of Medicine, St. Louis, Director of Heart Station, 
Barnes Hospital. 250 pages, 191 drawings and trac- 
ings, 71 thumbnail sketches. $5.00. 


Growth and Development of 
Children—Watson & Lowrey 


New!—This book reduces the complex knowledge of 
growth and development to basic essentials—concisely 
described, easily read, and objectively presented to en- 
able you to tell more accurately what is normal, what 
is not.—By Ernest H. Watson, M.D., and George H. 
Lowrey, M.D., Department of Pediatrics and Com- 
municable Diseases, University of Michigan. 260 


pages, illustrated. $5.75. 


“Year Book” 
Publications Include: 


THE PRACTICAL MEDICINE 
YEAR BOOKS 


THE GENERAL PRACTICE 
MANUALS 


THE HANDBOOKS OF 
ROENTGEN DIAGNOSIS 


MEDICAL MONOGRAPHS 
AND TEXTS 


Year Hook 


PUBLISHERS 


Office Treatment of Nose, Throat 
& Ear—Hollender 


Third Edition—Complete with directions for use of 
latest agents and procedures, specific in the do’s and 
don’t’s to ovserve, containing 150 illuminating illustra- 
tions, this manual compresses within a relatively few 
pages the clinical data which will serve you best in 
day-to-day practice. By Abraham R. Hollender, M.D., 
University of Illinois College of Medicine. 636 pages; 
150 illustrations. $7.50. 


The Year Book Publishers, Inc., 
200 East Illinois Street, Chicago 11 


Please send me the following books, postpaid, for 10 days’ free examination. 
[) Clinical Unipolar Electrocardiography, $5.00. 
C Growth & Development of Children, $5.75. 
C] Office Treatment of Nose, Throat & Ear, $7.50. 
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and also contributions from patients and others, with 
helpful information and inspiration. The subscription 
price is $2.00 a year. 

A copy of the Diabetes Guide Book for the Physician 
will be sent without charge to any physician or dieti- 
tian who will direct a request to the American Diabetes 
Association, or to E. R. Squibb and Sons Company, 
745 Fifth Avenue, New York 22, New York. The 
booklet was printed by the Squibb Company as a 
service to the medical profession. 


—Wa ter C. Atvarez, M.D. 


The Art of Real Happiness. By N. V. Peale, D.D., and 
Smiley Blanton, M.D. Pp. 247. Price, $2.75. Prentice- 
Hall, New York, 1950. 


This book might well be good because it was writ- 
ten by a minister and a physician working together. 
It makes available to readers the techniques for solving 
personal problems and achieving inner peace that have 
been developed at the Religio-Psychiatric Clinic of 
New York’s Marble Collegiate Church. Peale is a 
very well-known protestant minister, and Blanton 
is a psychiatrist. As one would expect, the book is 
well written and full of inspiration and helpful ad- 
vice. There are chapters on why we love and hate at 
the same time, on how we can attain peace of mind, 
on relaxation, on staying healthy under pressure, on 
treating depression and anxiety, on working out a suc- 
cessful marriage, on treatment for dipsomania, on com- 
fort after bereavement, and on the art of growing old 
happily. 

Opening to page 217 we find the advice of a grand- 
mother who, when grief came, decided that the best 
thing to do was to put her hand to the next thing 
that she would naturally be doing. So when the neigh- 
bors dropped in she gave them some tea. Many a per- 
son who is staggered by a bereavement might be helped 
by realizing that the best thing to do is to go on living 
as usual and helping other people with their troubles. 

This appears to be one of the better books for the 
helping of people in quandaries and in troubles. 


—Watter C. Atvarez, M.D. 


Fundamental Considerations in Anesthesia. By Charles 
L. Burstein, M.D. Pp. 153. Price, $4.00. The Mac- 
millan Company, New York, 1949. 


This appears to be a splendid little book for the in- 
struction of all men and women who are going into 
the field of anesthesia. It deals not with instruction 
in giving anesthetics but with the physiology of the 
subject. 

All general practitioners who give a good many 
anesthetics and who would like to brush up on the 
basic physiology of this subject will enjoy this book. 
—Watter C. Atvarez, M.D. 
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The Low Fat, Low Cholesterol Diet: What to Eat and 
How to Prepare It. By E. Virginia Dobbin, Helen F. 
Gofman, Helen C. Jones, Lenore Lyon, Clara-Beth 
Young. Introduction by Thomas P. Lyon, M.D., and 
John W. Gofman, M.D., Ph.D. Pp. 371. Price, $3.45. 
Doubleday & Company, Inc., Garden City, New York, 
1951. 


Today, with the tremendous interest in Gofman’s 
work on the large cholesterol-containing molecules, 
many clinicians will be happy to have this book. One 
of the authors is Helen F. Gofman. 

A book like this is needed because, as Ancel Keys 
has shown so well, unless a patient cuts down marked- 
ly on his cholesterol supply, he might as well not play 
with the idea at all. Fortunately, it appears that a fair 
amount of the dieting will cut down on the large 
cholesterol molecules; it will not cut down on the 
amount of total cholesterol in the blood plasma. 

The book is attractive, and is filled with recipes 
which patients can use. 

—Watter C. Atvarez, M.D. 


Thoracic Surgery. By R. H. Sweet, M.D. Pp. 345, with 
155 illus. Price, $10.00. W. B. Saunders Company, 
Philadelphia, 1950. 


Now that surgeons are beginning to go into the 
thorax much as years ago they began to go into the 
abdomen, this book will be of tremendous interest to 
young surgeons who intend to go into this field. It is 
well written and well illustrated. 

—Watter C. Atvarez, M.D. 


The Rhythm Way for Birth Control. A Lifetime Reference 
for Use of the Rhythm Method. Pp. 212. The Rhythm 
Indicator, Inc., Elmira, New York, 1950. 


This is a most unusual book in that it is nearly all 
taken up with yearly calendars arranged for women 
with cycles running anywhere from 20 to 40 days. In 
order to use the calendars all the woman needs do is to 
turn to the page of her rhythm cycle. For instance if 
she has a 28 to 30 day cycle, she turns to page 138, 
and there she checks the date when menstruation starts 
in the particular month. Opposite this she will find 
the days in which she can conceive. For instance if 
she starts menstruating on January 10, she can con- 
ceive between January 19 and January 28. This should 
make things very simple. With this book there is no 
need for calculations, charts, slide rules, gadgets, or 
devices of any kind. 

The publishers feel that sufficient proof has been 
established to verify the fact that rhythm method 
definitely determines fertile and sterile days. Some 
authorities haven't been quite so sure. Perhaps those 
women who have failed have not followed the rules 
exactly enough. 

—Watter C. Atvarez, M.D. 
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MAN IS A 
MICROCOSM 


by J. A. V. Butler 


What science knows 
about man; the place of 
life in the universe, how it originated, 
and what we know of the nature of liv- 
ing things—of proteins, enzymes, vita- 
mins, viruses, genes. $3.00 


CORNELL CONFERENCES 


THE BRIDGE 
OF LIFE 


by A. Pi Suner,M.p 


The fascinating story of 
biology is discussed here 
from a viewpoint of physics and chem- 
istry to the distant realm of meta- 
physics. Told by one of the foremost bi- 
ologists and scientists of our day. $3.75 


ON THERAPY, Vol. IV 


Ed. by Harry Gold, M.p., CHAIRMAN 


Each week, some of the most prominent men in medi- 
cine meet at the Cornell Medical School to discuss vital 
issues of medical science. Now by reading Cornell Con- 
ferences on Therapy, YOU can attend these important 
meetings ‘in absentia.’ Doctors have been quick to real- 
ize the value of this series as a handy reference to re- 


cent research. 


A Guide to 
General Med- 
ical Practice 
by M. G. Vorhaus,M.v. 


Now that you are ready 

=  __ to begin your own prac- 
tice, get off to a good start with the 
sound, practical advice in this book—in- 
cluding information on where to set up 
your practice, how to go about develop- 
ing it, and how to fulfill the many social 
duties of your profession. $3.50 


$3.50 


The Meaning 
and Practice of 


Psychotherapy 
by V.E. Fisher, Pu.D. 


This book will be of con- 

siderable value to stu- 
dents of psychology, clinical practi- 
tioners, and practicing physicans, af- 
fording them a good point of view from 
which to consider the psychological ab- 
normalities of their patients. $5.00 


New York 11 


Address 


The Macmillan Co. 
60 Fifth Ave. 


Name____ 


Please send me the books listed below. I will either remit in full or 
return the books in ten days. 


MAN Is a Microcosm’ CORNELL CONFERENCES, VOL. IV 
C) THE BRIDGE oF LIFE 


1] THE MEANING AND PRACTICE OF PSYCHOTHERAPY 


(1 A GuIDE TO GENERAL MEDICAL PRACTICE 
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The Urinary Function of the Kidney. By A. V. Wolf, 
Ph.D. Pp. 363. Grune & Stratton, Inc., New York, 
1950. 


This is a learned book written for earnest students 
of the physiology of the kidneys. To read it comfort- 
ably the physician should have a considerable knowl- 
edge of modern chemistry. Wolf has tried to integrate 
the aspects of renal function, water balance, and elec- 
trolyte metabolism. He has tried to bring some order 
into a mass of information which has long been neg- 
lected and left in the pages of physiologic journals. 
Unfortunately many who have written on this subject 
have deluded themselves by making things much 
simpler than they really are. 

Wisely the author proposes no special hypothesis or 
theory of renal function. He tries only to present the 
facts as they have been gathered in the physiologic 
laboratories. Much of the time he honestly admits that 
he doesn’t know the answer to questions. There is a 
splendid bibliography of 1,089 titles. For the sake of 
the practical clinician there is a chapter on diuresis 
and diuretics. —Wa ter C. Arvarez, M.D. 


Speaking of Man. By Abraham Myerson, M.D. Pp. 279. 
Price, $3.00. Alfred A. Knopf, New York, 1950. 


Myerson was one of the giants of psychiatry, and 
he was one of those who kept his feet firmly on the 
ground and refused to sail off into various forms of 
faith and credulity. As he said, “The major mental 
diseases, the psychoses, are not in the least curable by 
psychotherapeutics, including psychoanalysis.” On 
page 67 he said, “I know most of the distinguished 
psychiatrists of America and the distribution of wis- 
dom and wise living among them is about equal to 
that of the general population. 

“The analysts have not in general acted or talked 
like scientists. Apparently they need neither statistics 
nor control studies for what they say.” Myerson saw 
clearly that psychoanalysts behave like devotees of 
some religion. And as he said, “The more absolute and 
orthodox the religion, the more intolerant are its dev- 
otees, and the greater the schism between its doc- 
trines and the scientific facts of life.” “Because the 
psychoanalysts have piled absurdity upon absurdity, 
have violated all the principles of proof, and have 
built curious cults, it may be that I have tended to 
throw out the good that is in psychoanalysis, the baby, 
and the foolishness, with the dirty water.” 

Myerson went on to admit that Freud was a great 
man, but there are many things that he wrote that no 
sane man can accept. As Myerson said, it is easy to 
discover “resemblance to sex in whatever is somewhat 
straight or somewhat oval.” It is easy to translate re- 
semblance into identity. For instance the psychoan- 
alyst will say that nursing is a sexual act, for does 
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not the flushed and sleepy child having finished nurs- 
ing, resemble the flushed and sleepy lover post-coitus? 
But “sensuality is not sexuality although sexuality is 
a form of sensuality.” As Myerson well said, the time 
is coming when the bilge now being written by some 
psychoanalysts will not even have to be disproved; it 
will just become obselete, and forgotten. Editors will 
be ashamed that they ever published it. 

Every physician who is a bit of a philosopher (and 
every oldish physician should certainly be a philoso- 
pher) will enjoy this book and will treasure it and 
read parts of it again and again. It is always a joy to 
find a book by a man who was a prophet; who had a 
wonderfully clear brain, who did a lot of thinking and 
observing, and living, and who wrote about it vividly. 
We are all indebted to Mr. Knopf who kept after 
Myerson for years until he got this book out of him. 
—Wa ter C. Atvarez, M.D. 


Cerebral Palsy. By John F. Pohl, Orthopedic Surgeon, 
Michael Dowling School for Crippled Children, Minne- 
apolis, Minnesota. Pp. 224. Price, $5.00. Bruce Pub- 

lishing Company, St. Paul, Minnesota, 1950. 


This well-illustrated little book would be a most 
useful one to put in the hands of a mother of a spastic 
child because it shows, on page after page, what she 
might do to help her invalid. 

Dr. Pohl says that 66 per cent of the children show 
mainly spasticity, 19 per cent are athetotic, 8 per cent 
are mainly ataxic, 4 per cent show much rigidity, and 
2 per cent show much tremor. Heredity is probably a 
factor in quite a few of the cases. Thirty-six per cent 
of the children were somewhat premature, judging 
from their underweight at birth. 

—Watter C. Atvarez, M.D. 


Plastic and Reconstructive Surgery. A Manual of Man- 
agement. By Ferris Smith, M.D. Pp. 895. W. B. 
Saunders Company, Philadelphia, 1950. 


This is a remarkable book, filled with information as 
to the ways in which traumatic deformities, scars due 
to burns and injuries, and congenital abnormalities 
can be straightened out. The volume is full of fine 
illustrations. Every physician will be interested in it if 
only to see what can be done for some of his maimed, 
disigured, and deformed patients. 

As the writer says, the don’ts scattered throughout 
the text are just as important as the things that should 
be done. For 35 years he has tried to improve know!- 
edge in this field, and to improve technical methods. 
Still a tremendous amount needs to be done, and new 
methods must still be worked out. It would seem as 
though every physician who does any plastic work at 
all would have to have this book. 

—Wa ter C. Atvarez, M.D. 
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provides lubricoid 
softness without oil—an ideal which has 
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The unique lubricoid action of 

Turicum is based on its administration as 

the fluid gel of methylcellulose, with mag- 

nesium hydroxide in less than laxative dos- 

age to maintain continued hydration within 
the bowel. 


In constipation the hydrophilic lubri- 
coid mixes with and softens the fecal con- 
tent, permitting easy elimination without 
stimulation. 


Turicum is easy to take—palatable, non- 
bloating—does not interfere with absorption of 
oil-soluble vitamins. Average dose: One or two 

tablespoonfuls at bedtime, followed by a full glass 
of water. 


Turicum is available in one pint bottles. 
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edge. Clair E. Turner, Dr. P.H. Pp. 266. Price, $3.00. 
The C. V. Mosby Co., St. Louis, 1951. 


“Working with people is fun. So is the development 
and use of those skills by which we communicate 
ideas, facts, and feelings to other persons or to groups. 
Health education is a learning process growing out of 
health needs, nourished by health knowledge, and pro- 
ducing intelligent, constructive, and healthful indi- 
vidual and community action. Guiding such a learning 
process may be a challenging undertaking, but it is 
never a dull, grim, or sad one.” 

That is the purpose of this book. It is designed to 
assist persons engaged in developing or improving com- 
munity health programs, but it should prove helpful 
to almost any one responsible for developing or direct- 
ing voluntary programs requiring group action. 

The book does not appear to be intended for people 
experienced in organizational work, although they may 
profit by reviewing the basic principles presented in 
outline form. On subjects such as directing campaigns 
and developing good publicity, the book is well illus- 
trated with examples. Physicians engaged in any type 
of committee work may well find this a most useful 
guide. —Cuarces E. NysBerc 


Community Health Educator's Compendium of Knowl- 


A Few Buttons Missing. By James T. Fisher, M.D., and 
Lowell S. Hawley. Pp. 282. Price, $3.50. J. B. Lippin- 
cott Company, Philadelphia and New York, 1951. 


This book, written as an autobiography of Dr. Fisher, 
comes, in reality, from the pen of Mr. Hawley, who 
says he is “one of the few laymen who has ever sat 
quietly taking notes and asking questions, while the 
psychiatrist lay on the couch giving voice to his 
thoughts at random.” The autobiography is spiced with 
Dr. Fisher’s favorite anecdotes which lend an after- 
hours atmosphere to every page. This delightful style 
makes the book hard to lay down before it is read in 
its entirety. 

Comments on the whys and wherefores of the events 
in Dr. Fisher's life-story give the reader the key to this 
outstanding personality. 

Throughout the entertaining narrative runs the 
theme that man would have the key to contentment 
and a satisfying life if he did not consider himself the 
“unquestioned star of life’s drama.” Dr. Fisher explains 
the remedy for the situation in his final words; man 
must not only find religion and learn to quote its text 
and say its prayers, but he must also weave the lessons 
of religion into his everyday life. 

—Marian RipPETEAU 


NUMOROIDAL SUPPOSITORIES 


Soothing the Hemorrhoidal Area... Analgesic, vasoconstrictive medication 
in contact with the entire hemorrhoidal zone is provided in Numoroidal 
Suppositories. The special emulsifying base mixes with the secretions to 


assure coverage of the rectal area. 


Convenient: Individually packed. No refrigeration necessary. 


Formula: ephedrine hydrochloride 0.22%; benzocaine 5.00%, in a special emulsifying base. 
Average weight of 1 suppository—1.8 Gm. 


Boxes of 12 
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VERILOID PHENOBARBITAL MANNITOL HEXANITRATE 


_ This Veriloid combination is another step in the direction of 
solving the problem of controlling the blood pressure with a 
minimum of nausea. Each tablet contains 2 mg. of Veriloid, 15 
mg. of phenobarbital, and 10 mg. of mannitol hexanitrate. 
Veriloid-VPM can be taken in therapeutically beneficial amounts 
by most patients who exhibit low tolerance to plain Veriloid or 
in whom dosage regulation has proved difficult. 


in all degrees of hypertension 


Veriloid-VPM leads to a significant drop in arterial tension, 
whether mild, moderate or severe. Pressure is lowered by the 
decreased peripheral resistance induced by Veriloid—a unique 
fraction of Veratrum viride—and the vasodilating action of 
mannitol hexanitrate. Phenobarbital allays emotional tension 
and appears to raise the nausea threshold, thus improving 
tolerability. 


The average dose of Veriloid-VPM is one to one and one-half 
tablets four times daily, after meals and at bedtime. For best 
results, consult brochure (available on request) for details of 
dosage regulation. 

Veriloid-VPM is supplied in bottles of 100, 500 and 1,000 
scored tablets. 


RIKER LABORATORIES, INC. 


8480 BEVERLY BLVD., LOS ANGELES 48, CALIFORNIA 


*Trade-Mark of Riker Laboratories, Inc. 


| | 
vie 
= 
= 


_ to equal the riboilavin content 
_“Beminal” Forte with Vitamin 


© same ambun¢, This i is but one f 
of “Belnitial” Forte with Vita Ci 
which ala contains therapeu c | 
hiamime HCl .(B,), 25.0 mg, 
i amount¢: to! other important 
factors and ascorbi¢ acid, Nicotingimide, 100,0 mg. 
= Pyridoxine (B,), 1.0 mg. 
Calc. paptothenate, 10,0 me. 
Vitamige C 
(asedibic acid), 100.0 mg. 
30, 180, and 1,000, 


Vita 


McKenna 
East 40th Street, New York 16, Y. 


One capsiile "No. 817 provide#12.5 mg. 

of riboflavin. Morethan 7 quarts 


supplementary effects 


wherever estrogen-androgen therapy is indicated... 


1. @. In fractures and osteoporosis in either sex to promote 


bone development, tissue growth, and repair. 


1. @. In the female climacteric in certain selected cases. 


1. €. In dysmenorrhea in an attempt to suppress ovulation 
on the basis that anovulatory bleeding is usually painless. 


1. €. In the male climacteric to reduce follicle-stimulating hormone levels. 


A steroid combination which permits utilization of both 
the complementary and the neutralizing effects of 
estrogen and androgen when administered concomitantly. 
Thus certain properties of either sex hormone may be 
employed in the opposite sex with a minimum of side 
effects. Each tablet provides estrogens in their 

naturally occurring, water-soluble, conjugated form 


expressed as sodium estrone sulfate, 
together with methyltestosterone. 


No. 879—Conjugated estrogens equine 
1.25 mg. 
Methyltestosterone .............10.0 mg. 
Bottles of 100 tablets (yellow) 


No. 878—Conjugated estrogens equine 
(“Premarin”) .............. . 0.625 mg. 
Methyltestosterone ...........5.0 mg. 
Bottles of 100 tablets (red 


METHYLTESTOSTERONE 


for combined estrogen-androgen therapy 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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DUAL- POSITION TABLE 


latest addition to 


Maxicon line! 


The Dual-Position Table is equipped with a 
“tip-up” top, permitting vertical and horizontal 
fluoroscopy in addition to the radiographic tech- 
nics normally employed with horizontal tables. 
The addition of this new member to the 
famous Maxicon line now puts at your disposal 
a more complete range of diagnostic x-ray 
apparatus. The popular component construction 
enables you to add unit by unit just as you need 
them — lets your x-ray facilities grow with your 
practice. Find out all about the remarkable 
flexibility of the Maxicon. Ask for literature on 
this new and unique table or the complete 
Maxicon line. Write General Electric X-Ray 
Corp., Dept. F-6, Milwaukee 14, Wisconsin. 


GENERAL @@ ELECTRIC 
X-RAY CORPORATION 
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A Problem of Supply and Demand 
in the Rapidly Growing Child 


Negative calcium: balance during the childhood period of 
rapid growth is soon reflected in poor bone structure (eventu- 
ally rickets) and either latent or active tetany. 

The Body’s Calcium Requirements 

The optimal daily intake of wsilizable calcium is shown by 
the adjoining chart for the various periods of life. 
Deficiency in a “Good” Diet ~ 

A number of factors influence calcium absorption.** The 
most important points are tabulated below. 


Various of these factors greatly limit the utilization of cal- 
cium from foodstuffs.°” For instance: 1.) alkaline reaction 
of intestinal contents following a meal; 2.) formation of 
unabsorbable calcium salts by excessive fats and oxalic acid 
‘ present in foods; 3.) high phosphorus content of vegeta- 
bles, milk and egg yolk may cause interference. 


Consequently, even a diet which includes more than the 


average amount of high-calcium foods does not guarantee 
the calcium intake required during rapid growth. 


gluconogalacto-gluconate best fills the qualifications desired 
for oral calcium therapy: 
High solubility for good absorption (27.5% solubility — 
9 times that of ordinary gluconate). 
Good g.-i. toleration and inviting palatability 
High calcium content (provides high dose in convenient 
dosage volume). 


BIRTH TO 3 YRS. OLD: 1.0 GM 
3 YRS. TO COMPLETE GROWTH 
ADULTHOOD: 0.8 GM 


LATE PREGNANCY: 1.5 GM 


LACTATION PERIOD: 2.0 GM 


2 4 6 8 10 12 14 16 18 20 
Total Daily Calcium Requirement in Gms. 


Based on a report of the Food and Nutrition Committee of the National 
Research Council.® 


Intestinal Absorption of Calcium 


FAVORED BY 


HINDERED BY 


. High solubility of the ingested 
calcium compound. 


. Low solubility of the 
compound ingested. 


. Acid reaction in the small 
intestine 


. Alkalinity of small in- 
testinal content. 


. Optimal Calcium: 
Phosphorus intake ratio 
(2:1 is best). 


. Oxalic acid present in 
certain vegetables. 


. Adequate intake of vitamin D; 
optimum intake aids Ca ab- 
sorption and bone formation. 


. Excessive intake of 
phosphates and undigest- 
ible fats. 


. Adequate flow of bile. 


. Deficiency of vitamin D 
int 


Calcium Supplementation of the Diet 

Because of the uncertainty of the dietary supply, it is neces- 
sary to supplement the diet with a readily absorbable calcium 
salt. Phosphates have been used but are not fully satisfactory 
because the calcium and phosphorus “. . . arrive in the in- 
testine at the same time and are for the most part unab- 
sorbed.’ The gluconate salts of calcium have been most 
satisfactory; the highly soluble double gluconate, calcium 


Neo-Calglucon is available in a syrup preparation. One tea- 
spoonful of Syrup Neo-Calglucon® is equivalent in calcium 
ion content to approximately 20 grs. of ordinary calcium 
gluconate. : 


Child’s Dosage: 1 to 2 teaspoonfuls three times daily. 


A Desk Reference Chart bearing Calcium Requirement graph and data on 
Dietary Supplementation is yours for the asking; write to: 


1. THOMS, H.: Am. J. Obst. & Gynec. 54: 62, 1947. g, eer. 
McINTOCH, R.: Diseases of Infancy & Childhood, "ed. 11, 
Co., JEGHERS, hay New England J. Med. 

YOUM S, J.: J. A. M. 143: Pecg* 1950. 5. STEARNS, 
pensatory of A., ed. 24, Phila, Lippincott Co., 1947, p. 


4. 


: J. A. M.A. 
M. Woman's J. (Mach "1937. 7. Dis- 
188. 


Sandoz Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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Academy Reports and News 


PRESIDENTIAL ADDRESS 


Tuts has been a wonderful year for the American 
Academy of General Practice. 1 could summarize 
my activities by saying that 1 have gone where you 
wanted me to go; | have done what you have 
wanted me to do; and | have maintained a volumi- 
nous correspondence. 

To briefly review my travels, 1 have made nine 
transcontinental trips and numerous shorter trips. 
I have made eight speeches and have contributed 
several articles and editorials to GP and other medi- 
cal journals. 

I have averaged one week a month away from 
my medical practice on Academy business. 

This year there has been a splendid dispersal of 
the responsibilities of leadership among the officers 
and directors of the Academy. All of the officers 
and several of the Board members have shared the 
travel, appearance at meetings, and representation 
of the Academy at various assemblies, conferences, 
and conventions. This is a wholesome development 
and indicates an effective functioning of a demo- 
cratic organization. I want particularly to commend 
Dr. R. B. Robins and Dr. U. R. Bryner. Because 
Dr. Robins is speaker of our Congress of Delegates, 
is Vice-president of the American Medical Associa- 
tion, because he has outstanding ability as a speaker, 
and because he has assumed leadership in American 
politics, he has been called upon to assume a heavy 
burden of work for the American Academy of Gen- 
eral Practice. This he has done with willingness 
and ability. Because Dr. Bryner is Treasurer of the 
American Academy of General Practice and is a 
splendid speaker, and because he was selected by 
the American Medical Association to represent the 
general practitioners on their survey of British medi- 
cine, he has been called upon to write and speak 
frequently, and to travel extensively as a representa- 
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Presented by STANLEY R. TRUMAN, M.D., to the Congress of Delegates at 
the Third Annual Scientific Assembly at San Francisco, California, 1951 


Dr. Truman addresses the Assembly. 


tive of the Academy. To these men, and to the 
others who have given so willingly of their time 
and effort, we express our thanks and extend a vote 
of appreciation. 

Through correspondence and discussion with 
ofhicers and members throughout the nation it has 
been apparent that certain problems and questions 
are recurrent. In order that we may function har- 
moniously and direct our efforts to the same ends, 
I shall take a moment to designate some of these 
problems and to comment upon them. 

There is still some confusion regarding the func- 
tion and duties of the Chairman of the Board of 
Directors and those of the President of the Acad- 
emy. To keep a smooth running, efficient, and ef- 
fective organization, the distinction in responsibility 


i 


acute 
vitamin deficiencies 


A sudden drop from adequate to grossly 
inadequate vitamin intake results in fast 
tissue depletion and functional changes. 
Ordinarily, physical lesions do not appear. 
If tissue depletion is rapid enough, death 
may ensue with slight or no morphologic 
variation. 


Development of acute deficiencies 


TUE 


4 


4— NUTRITIONAL STATUS ——> 
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Treatment of acute deficiencies 


Fully therapeutic dosages of all the vitamins 
indicated in mixed vitamin therapy should be 
given. Under intensive therapy recovery from 
acute vitamin deficiencies usually is made ina 
comparatively short time. 


THERAGRAN supplies clinically proved, truly 
therapeutic dosages of all the vitamins indi- 
cated in mixed vitamin therapy. 


Each Theragran Capsule contains: 
Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine HCl 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 
Bottles of 30, 100 and 1000 


When the deficiency is acute specify Theragran and 
correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 


between these two ofhicers should be kept clearly 
in mind. In small organizations the President is 
usually the executive officer. In larger organizations, 
however, and particularly in the large corporations 
of which the American Academy of General Prac- 
tice is a typical example, the Chairman of the Board 
of Directors is the executive officer. The chief ad- 
ministrative control of the Academy is in the Chair- 
man of the Board. He is an ex officio member of all 
committees and Chairman of the Executive Com- 
mittee. The Presidency, on the other hand, is an 
honorary office. The President is an ex oflicio mem- 
ber of the Board of Directors, but of no other com- 
mittee. He makes no appointments. The Board may 
or may not elect him to the Executive Committee. 
By precedent he is looked upon as the official 
spokesman for the organization. In other words, the 
function of the President is head publicity man, 
the distributor of good will. 

This vear we have had an exceptionally capable 
oflicer as Chairman of the Board of Directors, Dr. 
Arch Walls. Besides being a man of great ability he 
is fortunately one of even temper and sound judg- 
ment, and there has been complete harmony and 
smooth functioning between us in our various re- 
sponsibilities throughout the year. As President I 
have found it a pleasure to work under his execu- 
tive direction, and I extend to Dr. Walls my con- 
gratulations in the successful accomplishment of his 
duty and the development of a constructive pro- 
gram for the year. Dr. Walls concludes his term 
of office as a member of the Board of Directors this 
vear, but he will continue to function as a leader 
in American medicine as he takes over the presi- 
dency of one of the largest medical societies in the 
country—the Wayne County Medical Association 
(Michigan). 

Also retiring from the Board of Directors at this 
time are two other stalwarts, Dr. Robert Lemmon, 
whose sagacity and wisdom have been of inesti- 
mable value to the Board and to the Finance Com- 
mittee, and Dr. Holland Jackson, whose fiery en- 
thusiasm for general practice and for the American 
Academy of General Practice has been one of our 
mainstays since that day in 1946 here in San Fran- 
cisco when he jumped to his feet and made the 
speech and the motion that put the American Acad- 
emy of General Practice into being. 

A survey made during the year by Medical Eco- 
nomics stimulated considerable interest in the per- 
sonal sacrifice entailed by a physician as officer of a 
major medical organization. I can attest to the con- 
siderable loss of income and to the loss of numerous 
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faithful patients. This was a calculated loss which I 
anticipated before I accepted the position. It presents 
a considerable problem for us general practitioners. 
We have an intense reluctance to leave our patients 
in the hands of colleagues while we are away. Many 
of us have not enjoyed a high enough income level 
to permit travel far and wide to medical meetings. 
Many medical organizations bracket their leadership 
primarily from the older, nearly-retired physicians. I 
do not consider this entirely wholesome. We must 
continuously turn our attention to the problem of 
including the younger doctors among our leaders 
and officers. This presents a real problem because of 
their greater financial burdens for home, school, 
and office. Some of the solutions that can be offered 
are to share the responsibilities of leadership as the 
officers of the Academy have done this year; to 
make each trip as efficient and functionally worth- 
while as possible; and principally for the colleagues 
at home to co-operate in covering the ofhcer’s prac- 
tice while he is away—returning patients as promptly 
as possible on his return to practice, and referring 
to him whatever work they can. 


Problems Are Sign of Vigor 


One problem of all young and vigorous organiza- 
tions, and we are both young and vigorous, is that 
enthusiastic groups and members may recognize 
the presence of a problem and, without determining 
what has already been done by the officers, standing 
committees, and staff of the organization, to solve 
that problem, plunge in with an effort of their own. 
For example, recently a member became intensely 
interested in the hospital problem and, on his own 
initiative, formulated a questionnaire, had it mimeo- 
graphed cheaply, and under the title of the Acad- 
emy sent it to a number of hospitals. If he had only 
gone to the trouble to ask, he would have found 
that the Academy’s Hospital Commission had made 
a survey, that all of his questions and more had 
been covered, and that all information was avail- 
able at the headquarters of the American Academy 
of General Practice. All of these enthusiastic inde- 
pendent efforts are a wholesome sign of vigor and 
interest, but are wasted effort because of their du- 
plication, and, if carried on extensively, may even 
cause annoyance to those concerned and embar- 
rassment to the Academy. It is important that off- 
cers and members alike function as a co-operative 
unit, that new members, new officers, and new com- 
mittee men acquaint themselves with what has al- 
ready been instituted and accomplished as the first 
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chronic 
vitamin deficiencies 


When vitamin intake is just below the 
adequate, deficiencies develop slowly. As 
time goes on lesions appear. They are 
insidious in onset and slow in regression, 
even under intensive therapy. Many chron- 
ic lesions progress uneventfully. The pa- 
tient accepts his ill-health as normal. 


wala Development of chronic deficiencies 
TIME: > 


Treatment of chronic deficiencies 


Chronic deficiencies require prolonged ther- 
apy. At first treatment should be intensive. A 
much longer period of complete but less in- 
tensive treatment should follow. For a year 
after apparent recovery the patient should be 
given fully protective amounts of the essential 
nutrients. 


THERAGRAN supplies all of the vitamins indi- 
cated in mixed vitamin therapy in clinically 
proved, truly therapeutic dosages. 


Each Theragran Capsule contains: 


Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine HCl] 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000 


When the deficiency is chronic specify Theragran and 
correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 


**THERAGRAN*’’ —T. M., E. R. SQUIBB & SONS 
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Now...Vitamin A.|C.| D Drops 


LAY 


for better absorption 


in aqueous solution 


Aquasperse 


Vitamin ACD Drops 


Advantages: 


Aqueous Solution—means 
faster and more efficient ab- 
sorption of the fat-soluble vi- 
tamins A and D. 


In conditions in which fat ab- 
sorption is impaired, such as 
diarrheas, celiac disease, he- 
patic and biliary disturbances, 
the value of an aqueous solu- 
tion is obvious. 


Mypoatlergenie —all the 
component vitamins of Aqua- 
sperse are synthetic. Conse- 
quently it may be used where 
patients cannot tolerate nat- 
ural source vitamins. 


Pleasant flavor...no ob- 
jectionable odor — Aqua- 
sperse has an appealing, slight- 
ly citrus flavor and practically 
no odor. 


EACH 0.6 CC. CONTAINS: 


vitamin A 
vitamin D3; 
ascorbic acid 


5000 U.S.P. Units 
1000 U.S.P. Units 


Note: The vitamin D; in Aquasperse is chemically identical and biologically 
equivalent to the vitamin D of cod liver oil. 


Acailable—In bottles of 15 cc. and 50 cc. (with calibrated dropper) 


WHITE LABORATORIES, IN Pharmaceutical Manufacturers, Newark N. J. 
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requisite to their effective assistance in the tre- 
mendous program of activity the American Acad- 
emy of General Practice has undertaken. 

Another problem: we have become the spokes- 
man for and the leader of the general practitioners 
of America; we are the voice of the general prac- 
titioners in medical circles and hospital circles; we 
now represent the American general practitioner 
for government agencies and at government con- 
ferences; we stand before the public as the organiza- 
tion of general practitioners. Any deficiencies or de- 
fects in general practice or general practitioners will 
be laid at our doorstep. The fact that we are the rec- 
ognized leaders of the general practitioners requires 
that we develop the finest leadership among our- 
selves. Most of our leadership will be recruited from 
among the members of this Congress of Delegates. 
It is therefore our first responsibility to see that our 
states elect their most capable men to this Con- 
gress of Delegates, and then return them year after 
year, so that they will gain experience, knowledge, 
and skill, in dealing with medical problems. 


The Staff Plays Heavy Role 


We are fortunate in having an outstanding staff 
of capable, trained, energetic, and loyal personnel 
to carry on the daily activities of the American 
Academy of General Practice. To mention only a 
few—Mr. Nyberg, Mr. McVay, Mr. Hermetet, Miss 
Brundred, Miss Cobb, Mrs. Benson, and almost 
forty others. To head this staff we have Mr. Cahal, 
who by all odds is the outstanding executive secre- 
tary in the United States. The American Academy 
of General Practice has a whole list of blessings 
that we may count. The acquisition of Mr. Cahal 
as our Executive Secretary must be listed as our 
number one blessing. Those of us who have had 
the privilege of working with him are constantly 
aware of his great ability, tremendous energy, and 
devotion to our cause. It is indeed a pleasure for 
me to have this opportunity to express officially and 
publicly the appreciation of the officers, the com- 
mittees, and the members of the American Acad- 
emy of General Practice to our Executive Secretary 
and his loyal and efficient staff. 

A year ago I pointed out that the Academy had 
undergone the most remarkable and rapid growth 
known to any medical organization in the history of 
medicine, and that it was now the responsibility of 
the leaders and officers to develop a long-range, cre- 
ative, and constructive program. Plans that were 
underway at that time have developed rapidly. At 
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the convention a year ago the first issue of GP was 
in the mail. This year we have already become ac- 
customed to accepting GP as one of the outstanding 
medical publications, and all of us point with pride 
to GP as the official organ of the American Acad- 
emy of General Practice. Dr. Arthur Jay, his com- 
mittee, and the staff of GP deserve our hearty ap- 
proval and our thanks for the outstanding success 
of this project. 

A year ago the concept of transforming our major 
committees into commissions with long-range pro- 
grams and continuity of leadership was developed. 
This has been accomplished during the year. The 
work of these commissions has been extensive and 
will be presented in the reports of the officers and 
the chairmen of the commissions. The work and 
report of the Hospital Commission under the able 
leadership of Dr. John Boyd merits our particular 
attention. The Manual on the Establishment of a 
Department of General Practice in a Hospital has 
had the official approval of the American Medical 
Association, the American College of Surgeons, and 
the American Hospital Association. 

The major problem facing us at the present time 
is that of the postgraduate educational requirement 
for continued membership. Two commissions are 
engaged in solving the questions arising out of this 
requirement, the Commission on Education under 
the leadership of Dr. Merrill Shaw, and the Com- 
mission on Credentials and Membership headed 
by Dr. William Hildebrand. In the February issue 
of GP, in an article, “Medicine Is a Lifelong Edu- 
cational Experience,” I discussed the development 
of this postgraduate educational requirement and 
indicated some of the problems involved. We desire 
a realistic approach to a membership of physicians 
of high quality, mutually supporting and encourag- 
ing each other in our efforts to individual and pro- 
fessional excellence. Our requirement must be high 
enough to insure the esteem of our professional col- 
leagues, yet not so high that the first rate, con- 
scientious, practicing physician will be unable to 
attain its fulfillment. We are all interested in num- 
bers of members but we must never sacrifice qual- 
ity for numbers. Quality of membership comes first. 

A brief word about the work of the Program 
Committee. At the beginning of the year it was 
apparent that the duties of the office of President 
would leave insufficient time to adequately perform 
the function of Chairman of the Program Commit- 
tee as indicated by the By-Laws. Therefore, with 
the approval of the Board of Directors and in keep- 
ing with the plan of changing major committees to 
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In the long span of years from infancy to old age, 


there is a Borden prescription product scientifically designed for every age 
group. These Borden products conform to the advertising requirements of 
the American Medical Association and are available only in pharmacies. 


BremiL, a completely modified powdered milk, conforms to the pattern of 
human milk with adjusted calcium-phosphorus ratio (guaranteed minimum: 
1% to 1), the fatty acid and amino acid patterns, the same curd particle 
size, the same carbohydrate (lactose), and with vitamins standardized above 
the recommended daily requirements for infants. 


Mutt-Soy is the answer to milk allergies—an emulsified hypoallergenic 

soy food approximating milk; exceptionally palatable, readily digestible and 
easy to use. Biotac, the new improved liquid modified milk, helps assure 
optimal nutrition through a high-protein and moderate fat intake, with 
increased carbohydrate, vitamin and iron enrichment. Dryco, a high- 
protein, low-fat powdered milk, serves as a valuable food in itself and as a 
versatile base assuring ample protein intake plus vitamins A and D. 

Beta Lactose, a carbohydrate modifier for infants’ formulas—and an 
intestinal regulant for adults, promotes normal intestinal flora and aeidity. 
GERILAC, a spray-dried whole milk and skim milk powder, supplies elderly 
patients with high quality protein, calcium and iron, and also vitamins A, D, 
B, B, and C. Kum is powdered pasteurized whole milk, spray-dried for rapid 
solubility, convenient in hot climates and during travel. 

We welcome inquiries from physicians. Write for professional literature 
and attractive practical Recipe Books. 


Prescription Products Division « The Borden Company + 350 Madison Avenue, New York 17, N.Y. 
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commissions with long-range programs and contin- 
uous personnel Dr. Thomas E. Rardin was ap- 
pointed Executive Chairman of the Program Com- 
mittee. Under Dr. Rardin’s leadership this commit- 
tee has developed a remarkable new concept of the 
purpose and conduct of scientific meetings, and 
we anticipate that, from now on, no scientific medi- 
cal meetings will surpass the annual Scientific Assem- 
bly of the American Academy of General Practice. 

Since the organization of the American Academy 
of General Practice we have seen the prestige of 
the general practitioner brought to a new high level, 
the trend to excessive specialization reversed, the 
self-confidence of the general practitioner restored, 


Tue Army is meeting its medical responsibilities 
today on a world-wide basis with approximately 30 
per cent less physicians than would have been re- 
quired under standards in effect during World War 
II, according to Brigadier General Paul I. Robin- 
son, M.C., Chief of Personnel in the office of the 
Surgeon General of the U. S. Army. This more ef- 
fective use of medical officers has been accom- 
plished under the principle that highly trained and 
skilled personnel should only be assigned to per- 
form functions requiring such special aptitudes and 
assigning less skilled personnel to other functions. 
The procedures developed to accomplish this are: 

1. A career management system has been de- 
veloped and perfected which assures an accurate 
assessment of each physician’s qualifications and 
his continuous assignment within his sphere of 
training, wherever he may be located. 

2. The nonprofessional work formerly performed 
by physicians has been delineated and these func- 
tions have been transferred to individuals of the 
medical service who do not have M.D. degrees. 

3. In medical reserve units, the professional com- 
plement does not report for duty until the unit is 
assigned an operating mission. 

4. Training programs are designed to improve 
the quality of our officers so they can accomplish 
more with less effort. 
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UTILIZATION OF PHYSICIANS 


and the key position of the general practitioner in 
the medical realm re-emphasized. The Academy 
cannot take all credit for these effects, but the mem- 
bers, officers, and leaders must take a great deal 
of this credit. As we proceed we will gain momen- 
tum; as we gain momentum we gain force; as we 
gain force we assume greater responsibilities. 

I congratulate all of you on your progress, and 
wish for you continued success in ever broader hori- 
zons. It has been a wonderful experience to be 
President of the American Academy of General 
Practice. No higher honor can be given to a general 
practitioner. The satisfaction has been great and 
the memories are pleasant. 


IN THE ARMED FORCES 


5. Basic staffing tables have been revised with 
the idea of eliminating responsibilities not properly 
belonging to the medical division, thus reducing 
the number of physicians required. 

6. Modern principles of business management 
are being utilized in the operation of medical in- 
stallations as rapidly as possible, thus effecting other 
savings. 

7. Data and opinions from medical officers who 
have been engaged in the operations in the Far 
East are being used to improve plans on staffing, 
training, and utilization of personnel in order that 
sound changes can be incorporated quickly into 
future personnel actions. 

The medical profession, particularly that portion 
which served in the Armed Forces during World 
War II, has frequently pointed out that in many 
cases, units of the Armed Forces were overstaffed 
with physicians. Under those conditions medical 
officers were assigned duties which did not require 
the training or skill of a physician. It is encourag- 
ing to note that the Armed Forces have a realistic 
program in operation that should enable every 
medical officer to devote his time to providing the 
type of services for which he has been trained. The 
public will also benefit by this program since more 
physicians will be available for care of the civilian 
population. 


pews 
121 


The action of Butisol Sodium, which is 
derivative, pentobarbital, and the 
barbital” makes it particularly 


prolonged sedation is desired, 


relief of tension associated with 


DOSAGE FORMS: . . « « Elixir Butisol Sodium, 


0.2 Gm. (3 gr.) per fl. oz., green A Tablets, 15 mg. (1/4 gr.), lavender 2) 


Tablets, 30 mg. (1/2 gr.), green 7) Tablets, 50 mg. (3/4 gr.), orange CO Tablets, 


0.1 Gm. (1-1/2 gr.), pink 9) Capsules, 0.1 Gm. (1-1/2 gr.), lavender (_]|__) 


1. New and Nonofficial Remedies, Council on Pharmacy and Chemistry, A.M.A., J. B. Lippincott, 1949, pp. 456-457 Samples on Request 
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A MESSAGE FROM 


THE PRESIDENT 


Your president recently sent out a questionnaire to 
each medical school in the country asking a num- 
ber of questions. They were: What is your opinion 
of the A.A.G.P.? What has been the trend toward 
general practice in your school during the Acad- 
emy’s existence? And other questions along similar 
lines. The response to the questionnaire was quite 
satisfactory. Some schools reported no change in 
the status of general practice in the past four years, 
but most schools expressed a definite trend in that 
direction. 

Student bodies polled four years ago and again 
recently, show a considerable trend toward general 
practice during this period. This trend was most 
pronounced in the medical schools of rural states 
but not of metropolitan areas. 

In answer to a question regarding the overcrowd- 
ing of certain specialty fields, some schools re- 
ported a definite trend. These included pediatrics, 
orthopedics, urology, surgery, and medicine. Only 
one school reported the general practice field over- 
crowded. There is still a definite shortage of radiol- 
ogists and pathologists. 

A majority of the deans expressed a desire to help 
general practitioners further their education where- 
ever and however possible. Most of them indicated 
that limited funds prevented their doing as much 
as they would like to do. The whole spirit that was 
shown by everyone from whom we heard was, in 
general, favorable toward our cause. Some were not 
enthusiastic about our organization, others were 
voluble in their praise. We have valuable friends 
in the medical schools and among the educators 
throughout the country. They really want to help 
us in our continuing educational policy. In talking 
with some of the deans about more surgical train- 
ing for the general practitioner, a few have been 
outspoken against general practitioners doing major 
surgery. Others have been willing to plan short 
courses for a few men whenever possible. All agree 
that any surgery done should be of the highest 
quality. 

In my opinion, many of these details may be 
worked out with the teaching institutions. Pro- 
longed courses attempting to cover the whole field 
of surgery seem impractical. Short, special courses 
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covering one surgical problem seem more feasible. 
Again | want to stress as | have in my previous 
messages, general practitioners must, of necessity, 
be better trained. ; 

—J. P. Sanpers, M.D., President 


NEWS FROM THE 


STATE CHAPTERS 


Tue Missouri chapter held its annual meeting at 
Sedalia, May 17. The business meeting and scien- 
tific session were held at the Bothwell Hotel. Guest 
speakers at the scientific meeting were Drs. Melvin 
A. Casberg, George V. Herrman, Willard Allen, 
Claude R. Bruner, R. Hackmeyer, M. Pinson Neal, 
and Eugene M. Bricker. At the banquet, Brig. Gen. 
Wallace H. Graham, Washington, D. C., Personal 
Physician to the President, discussed the “White 
House Panorama.” 

At the April 10 and 11 meeting of the Indiana 
chapter’s third annual scientific session, the follow- 
ing officers were elected: president-elect, Dr. Russell 
J. Spivey; vice-president, Dr. Philip E. Yunker; di- 
rectors, Dr. Clarence E. Herzer, Dr. Bernard E. 
Edwards, and Dr. Francis P. Jones. Dr. Clarence 
H. Rommel began his term as president of the 
group. 

The Massachusetts chapter held its third an- 
nual Spring meeting in Boston, April 4. Dr. Chester 
S. Keefer, head of the department of research and 
preventive medicine of Boston University, directed 
clinics for the general practitioners at the Boston 
University School of Medicine. At a panel dis- 
cussion, Dr. Vlado A. Getting and Dr. Burnham S. 
Walker were guest speakers. 

Under the direction of Dr. Jack R. Ewalt, Dean 
of the University of Texas Postgraduate School of 
Medicine at Houston, eight teaching centers in 
Texas are preparing postgraduate courses of interest 
to the general practitioner. Dr. Andrew S. Tomb, a 
member of the national Academy’s Commission on 
Education, and the officers of the Texas chapter 
are working closely with the medical schools in 
Texas in developing these improved programs for 
general practitioners. The San Angelo Division of 
the University of Texas Postgraduate School of 
Medicine has already begun preparation on the 
weekly evening sessions it will present. At the con- 
clusion of the course, each physician will be given 
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THE M&R AWARD 


PRESENTED BY THE M & R LABORATORIES 


tn lhe YOU! 
C 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 
WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 
BY A SPECIAL AWARDS COMMITTEE 
APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY. DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 


GP @ Volume Ill, Number 6 


} 
4 

. 

> 

¥ 


a certificate of credit hours, which will be applicable 
for credit toward the requirements of the Acad- 
emy. A tuition fee of approximately one dollar per 
credit hour is required by the University. 

The University of Arkansas School of Medicine 
presented a postgraduate course in pediatrics for the 
general practitioner, May 14 and 15, in Little Rock. 
Guest speakers were Dr. Myron E. Wegman and 
Dr. Gilbert B. Forbes. 

A one-day Postgraduate Seminar sponsored by 
the Maryland chapter with the co-operation of the 
Postgraduate Committee of the University of Mary- 
land School of Medicine was held at the University 
Hospital, Baltimore, May 24. 

The final series of lectures attended by the North- 
ern Hlinois Regional chapter consists of seven lec- 
tures on pediatrics. At the last meeting, June 7, Dr. 
Julius B. Richmond, professor of pediatrics at the 
University of Illinois College of Medicine, will dis- 
cuss “Psychosomatic Problems in Pediatrics.” At 
other meetings in this final series, the guest speakers 
were William B. Raycraft, M.D.; Maxwell P. 
Borovsky, M.D.; Philip L. Aries, M.D.; Henry G. 
Poncher, M.D.; H. William Elghammer, M.D., 
and John T. Reynolds, M.D. 

The new officers of the Arkansas chapter were 
elected at the annual meeting, April 22. They are: 
president, M. D. McClain, M.D.; president-elect, 
Harry E. Murry, M.D.,; vice-president, C. Randolph 
Ellis, M.D.; secretary-treasurer, Fount Richardson, 
M.D.; and delegates, L. H. McDaniel, M.D., and 
Fount Richardson, M.D. 

The Fourth District of the Louisiana chapter 
honored Dr. J. P. Sanders, president of the national 
Academy, at a banquet at the Shreveport Country 
Club, April 4. Dr. J. M. Rodenheimer, president of 


the local group, acted as master of ceremonies. 

The Georgia chapter held a luncheon meeting 
in Augusta, April 19. 

At a recent meeting of the Oneida County (New 
York) chapter, Dr. Jacob Goldstein of Rochester 
addressed the group on “The Management of 
ACTH and Cortisone Therapy.” 

Dr. Arch Walls, who finished his term as Chair- 
man of the Board of Directors of the Academy at 
the annual meeting in March, was installed as presi- 
dent of the Wayne County Medical Society in 
Detroit, May 7. The Wayne County Society is one 
of the largest and most progressive among county 
medical associations in the country. 

Dr. Benjamin W. McNease of Fayette, Alabama, 
an active member of the Alabama chapter, was 
recently elected president-elect of the Medical As- 
sociation of the State of Alabama. Another chapter 
member, Dr. J. Paul Jones, of Camden, Alabama, 
was elected to the State Board of Censors, which 
also serves as the State Board of Health in Alabama. 

The first meeting of the newly-formed General 
Practice Session of the New York State Medical 
Society was held May 2 in Buffalo. Dr. William 
A. Buecheler, past president of the New York 
State Academy of General Practice, was instru- 
mental in waging a vigorous campaign for banner 
attendance at this first meeting. A symposium on 
“Clinical Aspects of Diseases of the Lungs” was 
presented by James A. Blake, M.D.; Adrian A. 
Ehler, M.D.; and Walter F. Bugden, M.D. 

The 93rd Annual Session of the Missouri State 
Medical Association was held in Kansas City at 
the Municipal Auditorium, April 22 to 25. The 
four-day session included scientific lectures and 
color-televised operations. 
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NEW BOOK ON BIOLOGICAL WARFARE 


Feperat Civit Derense ApMINISTRATION has just published a booklet entitled “What You 
Should Know About Biological Warfare.” This booklet is intended for public information and 
is written in nonscientific terminology. It is expected that state and local civil defense offices 
will distribute the booklets in their areas. Copies may also be obtained from the U. S. Govern- 
ment Printing Office, Washington, D. C. The price is 10 cents. 


= 
ie 
i= 
& 
a 
ix 
| 
4 
= 


Specifically for “Drop-Dosage”’ 
Prophylaxis of Hypochromic Anemia 
in the Pediatric Patient 


— 
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MOL-IRON* DROPS 


MOLYBDENIZED FERROUS SULFATE 


White’s Mol-Iron—most effective iron therapy known! 2: 3:—now is available in 
drop-dosage form, especially convenient for prophylactic administration to infants 
and children. 


WELL-TOLERATED—Mol-Iron Drops, started shortly after birth and continued at least 
six months, offers a sound, routine measure for preventing hypochromic anemia. 


Each cc. Mol-Iron Drops contains 125 mg. molybdenized ferrous sulfate (25 mg. 
of elemental iron). 


DOSAGE AND ADMINISTRATION—O.3 cc. (7.5 mg. iron) or 0.6 cc. (15 mg. iron) daily— 
most satisfactorily administered in a small quantity of water or orange juice. 7.5 mg. 
of iron represents M.D.R. up to 6 years of age. 


SUPPLIED: Bottles of 15 cc. and 50 cc. with dropper calibrated to 0.3 cc. and 0.6 cc. 


OTHER CONVENIENT WHITE LABORATORIES, INC. 

. Dieckmann, W. J., and Priddle, H. D.: Am. J. 

MOL-IRON LIQUID and Obstet. & Gynec. 57:541 (1949). 

MOL-IRON TABLETS— 2. Chesley, R. F., and Annitto, J. E.: Bull. Margaret 

for treatment of Hague Mat. Hosp. / :68 (1948). 

iron deficiency anemia. 3. Healy, J. C.: The Journal Lancet 66:218 (July) 

1946. 
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... when she has to live with 
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physician and patient alike [- 
welcome the aid of an 


effective anoretic and 


| 


morale-booster such as 
DesoxyNn Hydrochloride. 
With DEsOxYN, 


smaller dosage is possible 


because, weight for weight, 


it is more potent than other 
sympathomimetic amines. 


One 2.5 or 5-mg. tablet 


before breakfast and an- 
other about an hour before 
lunch are usually sufficient. 
With Drsoxyn you can ex- 
pect a low incidence of side- 
effects, plus faster action 
and longer effect than with 
other sympathomimetic 


amines, 


Try it. Abbott 


HYDROCHLORIDE 
ggest 
low-calorie diets, sv 
(METHAMPHETAMINE HYDROCHLORIDE, ABBOTT) SUCARYL 
1 
Abbott's new heat - stable, 


20 mg. per cc. 


one 
TABLETS >< ELIXIR SS 


Manual on General Practice Departments in Hospitals 


A GUIDE TO THE ESTABLISHMENT AND OPERATION OF THE DEPARTMENT 


Tue public has in recent years become conscious of needing well-trained doctors who can take 
complete charge of the medical requirements of the family. In time of illness or injury, most 
people want a family physician to care for them who will call for specialized assistance when 
he feels it is indicated. To properly fill this role of family doctor, the general practitioner must 
have access to hospitals and to all the specialized equipment and assistance available in these 
modern institutions. : 

There has been for several decades a tendency to set up restrictions that have limited to special- 
ists the practice of medicine in hospitals. With the public, the medical profession is now becom- 
ing awaré of the paradox in such a situation. Steps are being taken to correct it. The American 
Medical Association, the American College of Surgeons, and specialist organizations have passed 
resolutions recommending that general practice departments be established. Numerous articles 
have been published on integrating the general practitioner into the hospital medical staff and 
awarding him hospital privileges based on his individually demonstrated ability. 

The Joint Committee for the Coordination of Medical Activities has expressed concern that 
the tendency to exclude the general practitioner from hospital staff privileges is having the 
effect of making it impossible for the general practitioner to obtain the advantages of modern hos- 
pital facilities for the treatment of his patients. It has recommended that a long-range program be 
formulated on the part of all professional bodies concerned. 

The immediate need, the Joint Committee felt, was the integration of general practitioners into 
the hospital staffs throughout the country. To accomplish this it was recommended that the 
Council on Medical Education and Hospitals of the American Medical Association develop, as 
soon as possible, several alternate plans. The Joint Committee further recommended that the 
American Medical Association and other professional organizations, as well as the hospital as- 
sociations in their regional and annual meetings and in their publications, give prominent place 
to discussion of how this hospital staff integration can best be accomplished, in order to make 
available for each eligible physician and his patients all the facilities provided in the community 
for medical care. 

Up to the present time a blueprint for the organization and operation of a department of 
general practice that insures good medical care for the patient and the right of all qualified phy- 
sicians to practice in hospitals, has not been developed. This lack of a satisfactory plan has been 
responsible for the failure of many hospitals to initiate a program to integrate qualified general 
practitioners into the medical staff. 

The American Academy of General Practice, recognizing its responsibility to advance con- 
structive recommendations and methods for integrating the general practitioner and his depart- 
ment into the active staff, therefore proceeded to draw up specific suggestions for the establish- 
ment and conduct of departments of general practice. 
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this new Upjohn plant has 
been in full production. 

It is the culmination of 
five years of planning and 
four years of building. 
These greatly expanded 
Upjohn facilities keep pace 
with rapid advances in 
medical research, 


Medicine... Produced with care... Designed for health 


THE UPJOHN COMPANY. KALAMAZOO, MICHIGAN 
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Development of the Manual 


The original Manual was developed by the Academy's Commission on Hospitals in 1949, and 
was officially adopted by the Congress of Delegates in February, 1950. Members of that Com- 
mission were John O. Boyd, Jr., M.D., Chairman; F. G. Benn, M.D.; H. R. Mendelsohn, M.D.; 
J. R. Bender, M.D.; L. T. Henderson, M.D.; Vincent Fischer, M.D.; E. P. Hall, Jr., M.D.; 
L. H. Weiner, M.D. 

In evolving the Manual, the chairman and members of the Commission conferred with 
the representatives of the Council on Medical Education and Hospitals of the American Medical 
Association, the Director of Hospital Standardization of the American College of Surgeons, and 
representatives of the American Hospital Association. The Manual conforms to the recommen- 
dations of these groups. Dr. Malcolm T. Mac Eachern, at that time Director of the American 
College of Surgeons, stated that, “The content of this Manual is consistent with policies previ- 
ously adopted by the American College of Surgeons, and the principles expressed herein will 
be incorporated in the future revision of the College’s Manual on Hospital Standardization.” 

The A.M.A. House of Delegates in June, 1950, adopted this resolution: 


Resolved, that the House of Delegates of the American Medical Association commends the 
American Academy of General Practice for the initiative it has shown in preparing the Manual 
on the Establishment and Operation of a Department of General Practice in Hospitals, which 
should result in the fair inclusion of general practitioners on the medical staffs of all approved 
general hospitals, and for the effort that they have made and the result in no small measure 
achieved through them in making available to general practitioners, as well as to specialists, up- 
to-date postgraduate courses of practical value. 


An editorial on general practice in hospitals which called attention to the Academy's Manual 
and pointed out how important it is to continuing progress in medical care that all physicians 
have access to hospital facilities appeared in the Journal of the A.M.A., October 28, 1950. The 
editorial stated, “This Manual can be employed usefully in the organization of hospital facilities 
and privileges so that the qualified general practitioner may have a better opportunity to fulfill 
his responsibility to the patients under his care.” 

The 1950 census of hospitals conducted by the American Medical Association included ques- 
tions on general practice departments. Of 4,713 general hospitals, 1,654 (35%) reported a general 
practice department in operation. 

Since the original Manual was published, the Commission has received a number of requests 
for suggestions and recommendations on the organization and operation of general practice de- 
partments in teaching hospitals afhliated with medical schools. After preliminary study by indi- 
vidual members of the Commission, a meeting was held to revise the Manual so that it would be 
applicable to all types of general hospitals. The revisions and expansion agreed upon at that 
meeting apply primarily to Section III and include suggestions on the functions and responsi- 
bilities of a general practice department and the individual members of that department in a 
teaching hospital. 

The definition of a general practitioner was also revised and expanded (Section IA). It is be- 
lieved that this new definition will assist specialists and hospital administrations in understand- 
ing the purpose and functions of a member of the general practice department. 

These revisions to the Academy's Manual were officially adopted by the Congress of Delegates 
at its meeting in San Francisco March 19, 1951. 

The Academy recognizes that with privileges there must also be responsibility. The program 
outlined in the Manual provides both for general practitioners in their practice in a hospital. 
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BREAST FED BABIES ARE BETTER BABIES 


In the long history of the human race, no perfect substitute has been found for mothers’ milk. Given a normal, 
healthy, well-nourished mother. human milk provides for the human infant... 

@ Precisely the right amount and character of protein 

@ Precisely the right amount and character of fat 

@ Precisely the right amount and character of carbohydrate. 


the Plastishield technic of breast care 


encourages breast feeding 


PLASTISHIELDS protect the nipples from irritation and injury due to contact 
with dry clothing. They keep the nipple soft, moist and pliable and prevent the 
Pasttshiitle ave accumulation of hard, crusty exudate around the nipple. They also relieve direct 
available for pressure from the breast support, and create a slight suction which helps draw 
tp flat or partially inverted nipples to an everted position. 
from leading Whenever sore, tender nipples, nipple fissures, or flat or partially inverted 
— aid nipples interfere with the establishment and maintenance of a successful breast 
feeding regimen, the use of the PLASTISHIELD technic is indicated. PLASTI- 
SHIELDS have the greatest value when adopted as a standard hospital routine 
and applied in the delivery room under aseptic technic directly following 
parturition, 

The PLASTISHIELD technic eliminates need for ointments, antiseptic agents 
and gauze. Excessive handling of the nipples by nurse and patient is reduced to 

a minimum, thus limiting danger from exogenous infection. 
eooesooee P) ASTISHIELDS are translucent, featherweight breast shields fabricated from Nylon. 
They have a smooth inner surface with an extruded central portion which loosely receives the 
nipple, A circular groove around the inner flange forms a slight suction to hold shields firmiy 


in position under an ordinary breast support. PLASTISHIELDS may be sterilized by boiling, 
autoclaving, or washing with warm water and soap. 


Plastishield, inc. 


89 South Tenth Street «¢ Minneapolis 3, Minnesota 


SAMPLE PAIR SENT ON REQUEST TO PHYSICIANS 


Pat. No. 2495307 
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Definitions 


For the purposes of this Manual, the following general definitions apply: 

Department is a major administrative division of the medical staff. 

Service is a division of an administrative department responsible for rendering clinical care to a 
patient. 

Section in this Manual is used to signify the division of the hospital in which the patient re- 
ceives care, i.e., an Outpatient section. 

Medical Staff is an organized body composed of all physicians who are privileged to work therein 
(the hospital concerned). 

Medical Staff Groups are divisions of the staff to which applicants are appointed, i.e., honorary, 

consulting, etc. 


INTEGRATION OF GENERAL PRACTITIONERS AND THEIR DEPARTMENTS IN HOSPITALS 
1. Considerations in the Establishment of Departments of General Practice 


A. DEFINITIONS 
1. A General Practitioner 
A general practitioner is a legally qualified doctor of medicine who does not limit his 
practice to a particular field of medicine or surgery. In his general capacity as family 
physician and medical adviser he may, however, devote particular attention to one or 
more special fields, recognizing at the same time the need for consulting with qualified 
specialists when the medical situation exceeds the capacities of his own training or ex- 
perience. 


2. A Department of General Practice 
A Department of General Practice is an organized segment of the medical staff; it is 
composed of general practitioners holding appointment as such on the medical staff. 


3. Type of Hosprrat Wuicu A DEPARTMENT OF GENERAL PracTICE SHALL PriMARILY 
Be EstaBLisHED 
It is recommended that departments of general practice be established in all clinically 
well-departmentalized general hospitals, including university affiliated hospitals, whether 
privately or publicly owned. 


. ProcepurE For THE INiT1AL EsTaBLISHMENT OF DEPARTMENTS OF GENERAL PRACTICE 
The establishment of a new Department of General Practice should proceed in accord- 
ance with regulations provided in the constitution and by-laws of the medical staff, or as des- 
ignated by the governing board of the hospital. When such techniques are not available, 
the following procedure is suggested: 

1. The active medical staff shall vote upon the establishment of a Department of Gen- 
eral Practice. This decision shall be subject to ratification by the governing board of 
the hospital. 

2. The functions of the Department of General Practice shall be defined by a commit- 
tee of the medical staff, equitably composed of qualified specialists and general prac- 
titioners, incorporating, insofar as feasible, recommendations contained in this Manual. 

3. Amendments necessary to effect the integration of the Department of General Prac- 

tice into the medical staff shall be devised by a committee appointed by the staff. 
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liver disorders 


Hypercholesterolemia is often 
found in liver disease, diabetes, 
atherosclerosis and its associated 
coronary occlusion, hypertension, 


diabetes obesity and nephrosis.; 


Accumulating evidence shows that 


atherosclerosis lipotropic therapy, as available in 


Methischol, will help to normalize 


coronary occlusion cholesterol and fat metabolism. By 


reducing elevated blood cholesterol 


hypertension levels in most patients, lipotropic 


therapy may “prevent or mitigate” 


cholesterol deposition in the 
obesity intima of blood vessels. In liver 


nephrosis 


disorders, lipotropic factors 
reduce excess fatty deposits and 
encourage regeneration of new 
liver cells. 


newly improved lipotropic formula 


methischol 


now 
contains 

added 
lipotropic 
vitamin B,. 


Supplied in 
bottles of 
100, 250, 500 
and 1000 capsules, 
and 16 oz. and 
1 gallon syrup. 


suggested daily therapeutic dose of 9 capsules or 
3 tablespoonfuls provides: 


Choline Dihydrogen Citrate 2.5 Gm.* 
di-Methionine 1.0 Gm. 
Inositol 0.75 Gm. 
Vitamin Bi2 9 mcg. 
Liver Concentrate and Desiccated Liver 0.78 Gm.** 


*present in Methischol Syrup as 1.15 Gm. choline chloride 
**present in Methischol Syrup as 1.2 Gm. Liver Concentrate 


{Write for literature and samples 


u.s. Vitamin corporation 


Casimir Funk Laboratories, Inc. (affiliate) 
250 East 43rd St., New York 17, N. Y. 
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. The amendments shall be voted upon by the staff, and in event of an affirmative vote, 

the Department of General Practice is considered established. 

5. The Credentials Committee of the staff shall submit a list of general practitioners to 
the active medical staff and if these are affirmed by this medical staff and by the 
governing board of the hospital, these members shall constitute the charter members 
of the Department of General Practice. The Credentials Committee shall designate 
these men as to category of staff appointment, that is, associate, active, etc. These 
names shall be chosen from a list of general practitioners of the medical staff who have 
shown an active interest in the work of the hospital and who are otherwise eligible 
for appointment to the medical staff. 

6. The members of the Department of General Practice shall meet and adopt articles of 
self-government, and shall elect officers and committees. 

7. Following the selection of the charter group, new applications for membership in the 

Department of General Practice shall be processed as are all applications to the medi- 

cal staff. 


2 


. AMENDMENT OF THE CONSTITUTION OF THE MepicaL StaFF To PERMIT THE INCLU- 
SION OF A DEPARTMENT OF GENERAL PRACTICE 

The by-laws, rules, and regulations of medical staffs of most approved hospitals conform 
to by-laws, rules and regulations approved by the American College of Surgeons and the 
American Medical Association. Amendments designed to permit the inclusion of a De- 
partment o! General Practice should be compatible with such existing by-laws, rules, 


and regulations, and should accomplish a reorganization of the medical staff along the 
following lines: 


1. Organizational Structure of the Medical Staff 

a. An organized body composed of all physicians who are privileged to work therein 
(the hospital concerned). 

b. The medical staff shall consist of : 
1) The Department of Medicine 
2) The Department of Surgery 
3) The Department of General Practice 
4) Such other departments as the executive committee, with the approval of the 

board of trustees, shall see fit to establish. 

c. Appointments shall be made annually by the governing board on recommendations 
of the Active Medical Staff from former members of the medical staff, and insofar 
as it is possible, vacancies on the active staff shall be filled by promotion of mem- 


bers of the associate medical staff who have signified a desire to become active in the 
work of the hospital. 


2. Articles Governing the Specialist Departments 
(The following is adapted from the Manual of Hospital Standardization of the Amer- 
ican College of Surgeons.) 

a. The Specialist Department of the Active Medical Staff shall consist of physicians 
who have been selected to attend free patients in the hospital and to whom all such 
patients shall be assigned. Members of the Specialist Departments of the Active 
Medical Staff shall not be required to be exclusive specialists, but it is to be expected 

that they will be well skilled in the particular branch of medicine to which they 
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The patient describes his dep ression > 


“TI have lost interest in everything—I have no ambition any more— 
everything seems futile—I feel frustrated and lonely— 

I can’t remember or concentrate—I am all slowed up.” 

Washburne, A.C.: Ann. Int. Med. 32:265, 1950. 


For such a patient ‘Dexedrine’ Sulfate is of unequalled value. 
Its uniquely “smooth” antidepressant effect restores 

mental alertness and optimism, induces a feeling of energy 
and well-being—and thus has the happy effect of once again 
reviving the patient’s interest in life and living. 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine Sulfate 


*T.M. Reg. U.S. Pat. Off. 


the antidepressant of choice 
tablets 


elixir 
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are assigned and that the major part of their private practice will fall within that 
specialty. 
b. The duties of the Specialist Departments of the Active Medical Staff shall be to 
attend all free patients, and insofar as free work is concerned, they shall attend only 
such patients as are admitted to their services and to whom they are individually 
assigned. 
c. Insofar as free patients are concerned, members of the Specialist Departments of the 
Active Medical Staff shall treat patients in both the in- and outpatient sections, as 
assigned to the service, and in the treatment of these they shall have unrestricted 
privileges and shall treat the patient to a conclusion, whether such treatment is given 
in the in- or outpatient department, or both. Insofar as private patients are con- 
cerned, they shall have unrestricted privileges in the treatment of patients falling 
within the specialty to which they are appointed, but in others they shall have only 
such privileges as may be determined by the Credentials Committee in conformity 
with articles governing the prerogatives of that committee. 


3. Articles Governing the Department of General Practice 

a. The Department of General Practice of the active Medical Staff shall consist of 
legally qualified Doctors of Medicine who do not limit their practice to a particular 
field of medicine or surgery. 

b. In the case of patients (private or nonprivate), members of the Department of 


General Practice shall have only such privileges as shall be determined for each by 
the Credentials Committee. 


ll. Professional Privileges of General Practitioners 
A. GENERAL PRINCIPLES 

1. The accordance of staff membership or of professional privileges in the hospital shall 
not be dependent upon certification nor membership in special societies. 

2. Members of the Department of General Practice individually may expect, or be ex- 
pected, to participate in any clinical service for which they can qualify. In this activity 
whether in the in- or outpatient sections, or in the care of private or nonprivate pa- 
tients, they shall be subject to the jurisdiction of the clinical specialty service involved. 

3. Evaluation of the clinical abilities of a general practitioner shall be based upon the 
quality of his individual training, judgment, skill, and results. 

4. The establishment of a Department of General Practice shall not curtail the profes- 

sional privilege or status already held by the individual practitioner. 


. Priviceces oF [Nprvinuat GENERAL PRACTITIONERS 
1. Basic Privileges 

The general practitioner who is accorded staff membership, in whatever category of 

the staff his initial appointment, shall be permitted to engage in the hospital in the 

practice of internal medicine. pediatrics, obstetrics (to include outlet forceps, episi- 

otomy, cervical, and perineal repair) and surgery, as shall be determined for each 

individual applicant by the Credentials Committee. 


. Additional Privileges 
Those members of the Department of General Practice who feel themselves qualified 
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swords? look... 


these are Picker’s military assignmenis: 


Portable X-Ray Generator and Control Units 


Lightweight Reciprocating Bucky Diaphragms 
Portable Mobile X-Ray Field Units 


Heavy-duty Rotating Anode X-Ray Tube Units 
(all in spring-suspended, shock-absorbing chests) | 


here is a matter-of-fact summary of our com- 
mitments to the Armed Services’ current program. 
Picker designed and developed every piece of 
this equipment, right through to final acceptance, 
standardization, and production tooling. Did it 
on our own initiative and at our own expense, 
too—without any Government contract subsidies. 
(History repeating itself: that was true in World 
War II, too.) 


Then there's a new one-minute radiographic 
process in the works which bids fair to revolu- 
tionize front-line care of wounded. And Picker 
apparatus will also be one of the mainstays in 
evacuation and base hospital X-Ray equipment. 


Sounds like a back-breaking program, doesn’t 
it? But that’s only half the story. We'll be serving 
Mercury, too, while arming Mars. Side by side, 
Picker civilian apparatus moves on parallel as- 
sembly lines with military equipment. Hospitals 
and doctors may rest confident that no effort will 
be spared in advancing their facilities, furnishing 
their needs. Maybe not as fast as we'd like some- 
times, but “the impossible takes a little longer.” 


PICKER X-RAY CORP., 300 FOURTH AVE., NEW YORK 10, 
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either by former training, preceptorship, or experience, to engage in more advanced 


work within a specialty service, must apply for such privilege specifically in the fol- 
lowing manner: 


a. 


ll. Responsibilities of the Department of General Practice 


Responsibilities of the Department of General Practice may be classified as (A) Clinical, 
CB) Medical Administrative, (C) Staff Administrative, and (D) Educational. 


A. Cirnicat REsPonsIBILITIES 
1. Outpatient Services 


a. 
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Application (stating training and reasons for the request for privilege, and includ- 
ing such endorsement from preceptor, etc., as the applicant may possess) to be ad- 
dressed to the administrator of the hospital. 


. The administrator of the hospital will deliver the application, with the enclosed cre- 


dentials, to the chairman of the Credentials Committee within thirty days. 


. The Credentials Committee shall meet with the chief of the Department of Gen- 


eral Practice and the chief of the specialty service in which privilege is requested, 

to discuss the application. They will: 

1) Agree that the applicant deserves a period of clinical observation and trial, or 

2) Decide that the applicant does not warrant a period of trial, and rule that such 
additional privilege not be considered at this time. 


. Following such a period of observation and trial as the chief of the specialty serv- 


ice feels necessary, his decision regarding the applicant's ability shall be conveyed 
to the Credentials Committee. The Credentials Committee will then rule upon the 


application and recommend to the governing body of the hospital the course that 
should be taken regarding the application. 


. The action of the governing board of the hospital will be conveyed to the applicant 


by the administrator of the hospital in the usual manner. This will not preclude 
such appeal by the applicant as is available to any other member of the staff. 


Responsibilities shall be assigned the Department of General Practice on the basis of the 
known abilities of its membership. Additional responsibilities may be assigned particular 
general practitioners. In such instances, these practitioners will function as adjunct mem- 
bers of other departments and shall not continue as a professional responsibility of the De- 
partment of General Practice. This premise will operate whether the hospital is university 


affiliated, 


or not. 


Preliminary Diagnostic Clinic 

1) This clinic provides preliminary diagnostic examinations, short-term treatment, 
and referral when indicated. It services outpatients of the hospital who require 
immediate attention and whose complaints indicate that they should not await 
the possible delay of regular clinic appointments. It is not intended that this 
clinic shall perform definitive investigation or treatment. 

2) This clinic shall be serviced by members of the Department of General Prac- 

tice. The work of practitioners in this clinic shall be both a medical adminis- 

trative and professional responsibility of the Department of General Practice. 
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NOT A SALT SUBSTITUTE 


For edema control. 


Sodium withdrawal— 


without sodium depletion 


No offensive odor or taste. 
Maximum palatability. 


Minimum dosage. 


N A T R | N a L Great exchange capacity 


POWDER Fine texture. 


Mixes readily. 
Less bulk required. 


Natrinil prevents edema formation by 
withdrawing sodium from the gastroin- 
testinal tract. Natrinil is indicated in the 
management of congestive heart failure, 
hypertension, cirrhosis, or whenever a 
“salt-free” or a low sodium diet is required. 


Natrinil allows a more normal diet. 


A Cation Exchange Resin of the Carboxylic Type 
Hydrogen Cycle 80% Natrinil Powder 


: Available, bottles of 10 oz. 
Potassium Cycle 20% Individual packets of 10 Gm. each, 
boxes of 24. 


¥ THE NATIONAL DRUG COMPANY 


Philadelphia 44, Pa. 
More Than Half A Century of Service to the Medical Profession 
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b. Specialty Clinics 
1) These clinics shall not be a responsibility of the Department of General Prac- 
tice, but shall be the responsibility of the specialty department involved. Gen- 
eral practitioners may apply, or be assigned, for service in these clinics. In such 
instances, the professional work of these practitioners shall become the responsi- 
bility of the specialty service involved. 
2. Inpatient Services 
a. Inpatient services shall be recognized as the special province of the specialty de- 
partments of the hospital. ‘The Department of General Practice shall be assigned no 
professional responsibility for such services. Individual members of the Department 
of General Practice may apply for, or be assigned to, service in the inpatient serv- 
ices. In this capacity, such practitioners shall become the professional responsibility 
of the specialty department with which they work. They shall not continue as a 
professional responsibility of the Department of General Practice, though the De- 
partment shall continue to have a medical administrative responsibility toward 
them. 


B. Mepicat ADMINISTRATIVE RESPONSIBILITIES 
Medical administration shall imply the function of deployment of personnel, mainte- 
nance of service, and record keeping. It shall not include responsibility for quality of pro- 
fessional work rendered. In medical administration the Department of General Practice 
shall be responsible for: 

1. The preliminary diagnostic clinic. In this part of the hospital’s effort, the Department 
of General Practice shall also be responsible for the professional quality of work ren- 
dered. 

2. Members of the Department assigned to work in specialty outpatient clinics or in- 
patient services. In this work, however, the Department does not accept responsibility 
for the quality of professional service rendered by its members while on such assign- 
ment. 

3. The provision of externship programs. In such programs interns and residents may 
serve with selected members of the Department of General Practice, in their private 
offices or in small, private general hospitals where the practitioners work. 

4. The administration of training programs wherein general practitioners come into the 
hospital for intensive training, or wherein practitioners seek preceptorship training. 

5. The administration, together with the intern and resident committee, of the general 
practice intern and resident training program of the hospital, if such exists. 


C. Starr ApMINISTRATIVE RESPONSIBILITIES 
1. The Department of General Practice shall participate (proportionately with other 
comparable groups of the staff) in all staff activities of an administrative nature. It 
shall: 
a. Promote proper administration of the professional services of the hospital. 
b. Fix more definitely the responsibility of general practitioners in the hospital. 

2. Members of the Department of General Practice appointed to the active staff shall 
vote, hold office, and serve on committees of the active staff, but may not hold office 
in any of the specialty services. 

3. Members of the Department of General Practice shall be equitably represented on all 

standing and special committees of the staff. 
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Each VERATRITE Tabule contains: 
Veratrum Viride 3 CRAW UNITS* 
Sodium Nitrite 1 grain 
Phenobarbital Ya grain 
Beginning Dose: 2 tabules t.i.d., 
after meals. 

*Biologically Standardized for toxicity 
by the Craw Daphnia Magna Assay, 


IRWIN, NEISLER 


Veratrite, for routine use, is a reliable hypotensive agent without serious 
side-effects. Circulatory improvement, a gradual fall in blood pressure, and 
a new sense of well-being can be obtained without complicated dosage 
schedules or daily dosage adjustments. Economy—a point of importance 
in long-range therapy—is in favor of Veratrite in the management of 
the great majority of hypertensive patients. 

Supplied: Bottles of 100, 500, 1000 at prescription pharmacies every- 


where. 


LITERATURE AND SAMPLES ON REQUEST 


& COMPANY & DECATUR, ILLINOIS 
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D. EpucaTioNnaL RESPONSIBILITIES 


1. It is a responsibility of members of the Department of General Practice to participate, 
upon proper request, in the education of interns, residents, and nurses. 

a. The intern is a general practitioner in training, and should be trained with this in 
mind. Participation in the selection of his academic curricula, and arrangements for 
his instruction, should be a responsibility of the Department of General Practice. 

b. Residents in general practice shall be chosen from among interns who have signi- 
fied a desire to train more intensively for general practice. 

c. Two years of hospital training is a desirable minimum of training in preparation 
for the practice of general medicine and surgery, and should emphasize training in 
diagnosis and treatment in medicine, pediatrics, obstetrics, and surgery. 


2. It should be a purpose of the Department of General Practice to stimulate the inter- 
est of its members in continuation medical study and training. In meetings, and on the 
wards, the Department should seek to provide outlets for this interest. 


. To facilitate the training of practicing general practitioners in specialty fields in which 
they might wish to advance their education, it is recommended that the rules and reg- 
ulations of the hospital provide for preceptorship training for them in the hospital. The 
preceptor training is primarily recommended in those hospitals which do not have an 
accredited residency training program. 

a. These preceptors should be fully qualified members of their specialties. 

b. The staff shall recognize the right of general practitioners to work under the direc- 
tion of such preceptors and should accord additional privileges to general practi- 
tioners whom qualified preceptors are willing to supervise and endorse. 

c. The extent of this preceptorship training shall be determined by each individual 
specialty service of the hospital in collaboration with the Credentials Committee. 


4. In assisting in the training of the house staff, members of the Department of General 
Practice shall: 


a. Re-emphasize the importance of the patient as an individual, rather than as an in- 
teresting disease in an individual. 

Interpolate into clinical discussions an evaluation of the patient’s home situation, 
and his economic and personal problems as they have influenced his present condi- 
tion and will continue to influence his aftercare. 

c. Introduce the house staff to the subject of medical ethics, medicine as an art, medi- 

cal economics, and community health facilities. 
d. Provide, if requested, a period of externship for members of the house staff, dur- 


ing which they may live with and practice under the guidance of selected general 
practitioners. 


b. 


Members of the 1951 Commission on Hospitals of the American Academy of General Practice are: 
John O. Boyd, Jr., M.D., Chairman, Roanoke, Virginia; Harry R. Mendelsohn, M.D., Cincinnati, 
Ohio; John R. Bender, M.D., Winston-Salem, North Carolina; Frederic Ewens, M.D., Manhattan 
Beach, California; E. P. Hall, Jr., M.D., Fort Worth, Texas; L. T. Henderson, M.D., Detroit, Michi- 
gan; Paul S. Read, M.D., Omaha, Nebraska; Charles Cunningham, M.D., Vineland, New Jersey; 
Charles L. Farrell, M.D., Pawtucket, Rhode Island; Harry Marchmont-Robinson, M.D., Chicago, II- 
linois; Charles E. Nyberg, Kansas City, Missouri, Executive Assistant. 
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TO THE PROFESSION 


fot ACUTE OTITIS MEDIA 
REMOVAL OF IMPACTED CERUMEN 
AS AN ADJUNCT TO SYSTEMIC ANTI- 
INFECTIVE THERAPY 
CONTAGIOUS DISEASE EAR INVOLVEMENTS 


FORMULA: Glycerol (DOHO) .......17.90 GRAMS 
(Highest obiainable spec. grav.) 
Antipyrine 0.81 GRAMS 

Benzocaine ................ 0.21 GRAMS 


(Ot CHRONIC SUPPURATIVE OTITIS MEDIA < 
FURUNCULOSIS AND 
AURAL DERMATOMYCOSIS _ 


FORMULA: Urea cccssssvveee 2.0 GRAMS 
Sulfathiazole 1.6 GRAMS 
Glycerol (DOHO) Base 16.4 GRAMS 


RHINALGAN 


Nasal Decongestant WITHOUT Circulatory 

or Respiratory Effect 

COMMON COLD: SINUS INFECTIONS: PRE AND 
POSTOPERATIVE NASAL SHRINKAGE: HAY FEVER 
ALLERGIC AND HYPERTROPHIC RHINITIS 


FORMULA: Desoxyephedrine Saccharinate 0.50% w/v in an isotonic aqueous 
solution with 0.02% Laurylammonium saccharin. Flavored. pH’6.4. 


Supplied in THE DOHONY SPRAY-O-MIZER* 


Combination S d D 
PLEASANT — EFFICIENT 


NON-TOXIC — BACTERICIDAL Also for Office and Hospital use- 
in Pint bottles, 


Scientific and Clinical Data sent on request 
ON — Makers of RECTAL 


> 
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Also MALLON DIVISI 
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Dennison Diruer fidgets and frets over debits and credits and creeping 
decrepitude, harassed and harried with dubious decimals, 
the woes of the world, and pyrosis. 


In short, Dennison Dither worries himself sick. 


Not, of course, that his is a case apart in this day and age — or even 
an especially interesting one, except as it typifies a growing and 
pesky problem: that of the middle-aged worriers and hurriers 

who bedevil their doctors with doleful laments of digestive 

malaise and misery, while cherishing habit and mending their ways 
with reluctance or not at all. 


-S worrisome world will always be full of Dennison Dithers who bemoan “indigestion” 
and dote on dysphoria. And there’s no one way to handle them. But it’s said that 

“the commonest cause” of digestive distress in patients over forty is low grade biliary 
dysfunction. And such being the case, DEPANCOL will often serve an important 

two-fold purpose: (1) To afford prompt relief from the classic complaints — 
flatulence, bloating, dyspepsia, etc. — thus encouraging the patient’s early cooperation 
in a long-range corrective program; and (2) To flush and activate the sluggish biliary 
system, thus encouraging restoration of normal function by physiologic means. 


Acid 
( f ( ( ) Pancreatic substance 
® Pascrestian USP... 
in an enteric coated tablet 


Bottles of 50, 500, and 5,000 enteric coated tablets, 
available at your druggist. 


Average: 1 or 2 tablets 3 times daily, with or after 
meals, 


The (altine Company 


MORRIS PLAINS, NEW JERSEY 
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EXCESS 
DIURESIS—> 


THE NATIONAL ASSOCIATION 
OF THE BOTTLED 
SOFT DRINK INDUSTRY 


AMERICAN 
BOTTLERS 
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Mercwial PDinelics 
and Dehydration 


F ever in some patients after treatment 
with a mercurial diuretic is explained as 
due to dehydration. * 


Untoward reactions following administra- 
tion of a mercurial diuretic, in a case 
reported by Rechtschaffen and Gittler,** 
were believed due to excessive loss of 
fluids and electrolytes. 


Carbonated beverages offer a pleasant 
palatable way to restore some fluid when 
diuresis is more copious than anticipated. 


Sweetened carbonated beverages 


provide quick energy in the form 
of easily assimilated invert sugar 
to the febrile patient. 

Bottled carbonated beverages 
are attractive to the patient and 
require no time for preparation. 
They are bacteriologically safe. 


*Merkin, L.: Untoward Effects of Treatment with Mercurial 
Diuretics, State J. Med. 49: 2429, 1949. 


**Rechtschaffen, J. S. and Gittler, R. D.: Acute Dehydration 


Due to a Mercurial Diuretic, JAMA 144: 237, 1950. 


WASHINGTON 6, D.C. 


4, 

We 

Oyo. 

| 
| 
$ > 
q 
a 
¥ 
| 
|| 
| 
BEVERAGES 
145 


Patient Carries on Normal Pursuits 
THROUGH GRATIFYING RELIEF 


of the symptoms of 


Throughout the course of treatment urinary tract 


for urinary disorders many patients 
continue their usual activities, injection 
thanks to analgesia produced with 
orally administered Pyridium. 


Pyridium can be safely administered 
concomitantly with antibiotics, the 
sulfonamides, and other specific 
therapy. 

An analysis of symptomatic relief 
in 118 cases treated with Pyridium 
shows:* 


Urinary frequency promptly 
relieved in 85% of cases. 


Pain and burning decreased 
in 93% of cases. 


*Kirwin, T. J., Lowsley, O. S., and Manning, J.: 
Effects of Pyridium in certain urogenital infections, 
Am. J. Surg. 62: 330-335, December 1943. 


The complete story of Pyridium and its 
clinical uses is available on request. 


PYRIDIUM 


(Brand of Phenylazo-diamino-pyridine HC1) 


idium is the trade-mark o 
"Chemica Cin ad MERCK & CO., Inc. 
successor to Pyridium Corpora- facturing : 
tion, for its brand of phen yylazo~ Manefa Chemists 
diamino-pyridine HCl. Merck RAHWAY, NEW JERSEY 
& Co., Inc. sole distributor in 


the United States. In Canada: MERCK & CO. Limited— Montreal 
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THE COLUMBUS PHARMACAL CO. COLUMBUS 15, OHIO. 
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Has these Advantages: 
® 12 times as potent as Aminopyrine. 
® 6 times as potent as Acetophenetidin. 
® 9 times as potent as Acetylsalicylic Acid. 
® 2 times as potent as Sodium Salicylate. 
(Analgesia determined hy the rat tail method.) 
® Safe—Less Toxic than Aspirin. 
® No Gastric Distress. 
® Pain Relief—Rapid and Prolonged. 
WHAT IT 1S—Each SALAMIDE tablet contains Salicylamide 
(O-Hydroxybenzamide) 5 grs., a derivative of salicylic acid. 
SUPPLIED: Bottles of 100 and 1000 tablets. 
SAMPLES ON REQUEST. 
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24-hour 


allergic 


protection... 


Doubled Duration of Pyribenzamine Relief from hay fever 
and other allergies may be simply attained: Administer one 
Pyribenzamine Delayed Action Tablet (50 mg.) simultaneously 
with one uncoated Pyribenzamine Tablet (50 mg.) after 
breakfast and again after the evening meal. The principle 

of such full uninterrupted 24 hours of relief is shown above. 
Release of the Pyribenzamine from the specially coated 
Delayed Action Tablet is postponed until the effects of the 
uncoated tablet are wearing off. 


TRIPELENNAMINE HYDROCHLORIDE 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 


i 
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CONTINUOUS RELIEF CONTINUOUS RELIEF CONTINUOUS RELIEF . 
JS RELIEF. CONTINUOUS RELIEF CONTINUOUS RELIEF CONTINUOUS 
CAM AINUVOUS RELIEF CONTINUO"> RELIEF CONTINUOUS RELIEF 
. CONTINUOUS VUNTINUOUS RELIEF 
ONSET OF ACTIVITY ONSET OF ACTIVITY ONSET OF ACTIVITY ONSETIOF ACTIVITY, 
UNCOATED TABLET DELAYED ACTION UNCOATED TABLET DELAYED ACTION 
COATED TABLET COATED TABLET 
8 A.M. MORNING DOSE 7 P.M. EVENING DOSE ioe 
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BED SORES 
INDOLENT ULCERS 
BURNS 
SCALDS 
SUNBURN 
WINDBURN 


CHAPPING 


DIAPER RASH 


ROUTINE OINTMENT FOR DERMATOTHERAPY 


CHAFING 
ABRASIONS 
CUTS 
DRY SKIN 


CRACKED NIPPLES 


VITAMIN A AND D OINTMENT 


promotes healthy granulation, rapid epithelial repair; 
retards scar tissue formation; is particularly helpful in 


slow-healing, indolent wounds; pleasantly fragrant. 


SUPPLIED IN 1%44-OZ. TUBES AND IN 8-OZ. AND 16-OZ. JARS 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 


GP @ June, 1951 


4 
\ 
\ 
\ 
\ 
: 
j 
| 
j 
4 
149 


from any disturbing side effects. That's why so many modern 
authoritative clinicians endorse it...why so many thousands. 
of physicians rely on it for effective, yet judicious relief of 

__ Stipation. Liberal samples will be supplied on request. 


(Fleet) solution containing in each 100 cc. sodium biphosphate 48 Gm. and 
phosphate 18 Gm. Both ‘Phospho-Soda’ and ‘Fleet’ are registered trade marks of C.B. Fleet Company, 


c. FLEET NC. LYNCHBURG, VIRGI 
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(A BRAND OF RUTIN, PHENOBARBITAL AND 
MANNITOL HEXANITRATE, P.-®. CO.) 


Coordinating effectively with your over-all plan of hypotensive treatment, 
Rutol provides safe drug medication designed to satisfy these v.tal objectives: 


SEDATION 


2+ VASODILATION 
| CAPILLARY SUPPORT 


Combined sedation and vasodilation are provided by the «entral effect 
of Phenobarbital and the direct, smooth muscle relaxing action of 
mannitol hexanitrate. Protection against capillary fragility! is provided 
by rutin—most active member of the flavone glucosides. 


Each Tablet of Rutol contains: 

Mannitol Hexanitrate 16 mg. (1/4 gr.) 
Rutin 10 mg. (1/6 gr. approx.) 
Phenobarbital 8 mg. (1/8 gr.) 

Supplied in bottles of 100, 500 and 1000 tablets. 


1. Donegan, J. M., and Thomas, W. A.: Capillary Fragility and Cutaneous Lymphatic Flow in Relation 
to Systemic and Retinal Vascular Manifestations: Rutin Therapy, Amer. J. Ophthalmology 31-671-78 Wune) 1948. 


PITMAN-MOORE COMPANY 
PHARMACEUTICAL AND BIOLOGICAL CHEMISTS 
Division of Allied Laboratories, Inc., Indianapolis 6, Indiana 
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A Momentous Achievement in Heart Therapy 


eA a Derivative of Heart Muscle Extract 


Seven years of exhaustive research has resulted 
in the development of a new revolutionary treat- 
ment of the common cardiac conditions. 


MYOCARDONE Tablets, for oral administra- 
tion—a unique, highly purified derivative of heart 
muscle extract has been found: 


@ To effectively improve the efficiency of the heart through 
potent cardiotonic and coronary vasodilator action; 


@ To be safe, and virtually free from untoward side 


; actions, even when maximal dosage is taken for long 
Literature and Samples periods. 


on Request. 


MYOCARDONE, a pharmaceutical triumph, helps restore 
optimal cardio-circulatory efficiency in the decompensated 
patient, and reduces or eliminates the need for nitrites in 
angina pectoris. None of the toxic and other untoward 
side effects which have complicated the use of digitalis and 
its principles are encountered with Myocardone therapy. 

MYOCARDONE is now available at your prescription 


pharmacy. Give your next cardiac patient the benefit of 
this new treatment. 


Myocardone 11 gr. tablets are supplied in bottles 
of 100. Suggested dosage—2 or 3 tablets t. i. d. 


LABORATORIES, INC. 


Indianapolis, Indiana 
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THE 60-10-70 DIET 


THIS PLAN 


CURBS THE APPETITE 


Through the use of the unique 60-10-70 diet and Obedrin tablets, con- 
siderable weight can be lost without troublesome hunger or impairment 
of nitrogen balance. Patient cooperation is assured because morale is kept 
high and excessive fatigue due to a nutritionally unsound diet is avoided. 


MAINTAINS GOOD NUTRITION 


The 60-10-70 diet allows free choice of many foods and supplies 70 Gm. 
FORMULA of protein, 60 Gm. of carbohydrate, and 10 Gm. of fat, approximately 
‘ 610 calories. The diet sheets are complete and self-explanatory, making 
Semoxydrine 
Hydrochloride..... 5 mg. it easy for the patient to do his share. 
Pentobarbital Sodium 20 mg. 


= Acid 00 mg. Obedrin permits adequate dosage of Semoxydrine Hydrochloride 
lamine 


Hydrochloride... .. 0.5 mg. (methamphetamine) to suppress appetite. The corrective dose of pento- 
Riboflavin barbital cancels excessive central nervous stimulation, while vitamins 
rigs patos help maintain the patient’s sense of well-being. 
Obedrin is supplied in bottles 


of 100, 500, and 1,000 yellow 
grooved tablets. 


THE S. E. MASSENGILL COMPANY 
Ci 2) Bristol, Tenn.-Va. 
H/@ NEW YORK « SAN FRANCISCO « KANSAS CITY 


SEND FOR YOUR COMPLIMENTARY 
COPY OF 60-10-70 
DIET SHEETS TODAY 
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Hydrochloride Crystalline 
Effective against many bacterial and rickettsial infections, 
as well as certain protozoal and large viral diseases. 


The Pediatrician has found that aureo- 
a mycin is promptly and fully effective in his young patients. Infections 
a in any part of the respiratory tract, due to susceptible organisms, are 
as a rule readily controllable by its means, as are most meningeal 
infections caused by staphylococci, streptococci, pneumococci, H. 
influenzae and E. coli. In the infectious diarrhea of infancy, aureomycin, 


in conjunction with fluid and electrolyte replacement, has given excel- 


lent results. Aureomycin is a drug indispensable to pediatric practice. 


Packages 


Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid comranr 
30 Rockefeller Plaza, New York 20, N. Y. 
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and Amino Acids for 


supplemental therapy 


by Lincoln to assure labeled 


potency at time of use 


GP @ Volume Ill, Number 6 


i 
A 
Nf? 
ey / ne 
( 
| 
156 | 


NC OLN 


BEVIPLEX WITH C 


High potency B-complex with 
Vitamin C. When restored with 
diluent (20 cc.), vial contains: 
Thiamine Hydro- 
chloride 
Riboflavin. . 
Niacinamide 
Pyridoxine Hydro- 
chloride . 100 mg. 
Pantothenic Acid... 100 mg. 
Ascorbic Acid 1000 mg. 
Indications: Chronic fatigue; severe vitamin depletion, particularly 
where prompt absorption of thiamine, riboflavin, niacinamide and 
Vitamin C is desired. Pre- and post-operative care. 
Dosage: Intravenous or intramuscular. | or 2 cc. daily, or as required. 


LIVERPLEXIR WITH 


A Lyophilized product with 
Liver Extract 
Lyophilized Vitamin B factors 
with crystalline Vitamin Bj. 
and liver. When restored with 
diluent (30 cc.), vial contains: 
Thiamine Hydro- 

chloride... 300 mg. 
Riboflavin. . . 30 mg. 
Pyridoxine Hydro- 

chloride 
Pantothenic Acid. . 
Niacinamide. 
Vitamin 

(Crystalline)... 150 megm. 
Liver Injection, USP (at 

time of preparation). 30 units 
indications: Chronic fatigue; severe vitamin depletion; pre- and 
post-operative care; macrocytic anemias, including nutritional ane- 
mia, sprue, pernicious anemia (following suitable dosages). 
Dosage: Intramuscular only. Prepare immediately before use. | or 
2 cc., two or three times weekly as indicated. 


with 
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* Vitamin preparations in the Lincoln Lyo- 
philized line are freeze-dried by a special process 
which extracts all the inert fluids and leaves 
active ingredients chemically unchanged. Re- 
sult: Lincoln Lyophilized products require no 
refrigeration, remain stable indefinitely under 
changing temperature conditions. And they pos- 
itively assure labeled potency at time of use. 

Each of the Lincoln Lyophilized products 
here is conveniently packaged with a twin con- 
tainer of sterile diluent. To prepare solution, 
cleanse cap of diluent vial with alcohol and 
withdraw diluent with sterile syringe. Inject 
fluid into powder after cleansing cap. Shake 
thoroughly for complete solution. 


SUPER BEVIPLEX 
High potency B-complex. 
When restored with diluent 
(20 cc.) vial contains: 
Thiamine Hydro- 
chloride 
Riboflavin 
Pyridoxine Hydro- 
chloride 
Niacinamide 
Pantothenic 
... 100 mg. 
Indications: Chronic fatigue; severe B-complex depletion, espe- 
cially where prompt absorption of thiamine, riboflavin and niacin- 
amide is desired. Also pre- and post-operative care. 
Dosage: Intravenous or intramuscular. | or 2 cc. daily, or as required. 


METHIOPLEX 


Lyophilized Vitamin B factors 
with Methionine and Choline. 
When restored with diluent 
(30 cc.), vial contains: 
Thiamine Hydro- 
chloride 1500 mg. 
Niacinamide 1500 mg. 
Ribofiavin 60 mg. 
Pyridoxine Hydro- 
chloride 60 mg. 
Pantothenic Acid. 
dl-Methionine... 750 mg. 
Choline Chloride 1500 mg. 
Benzyl Alcohol 1% 
Gentisic Acid 
Ethanolamide 
(as preservative) 2.5% 
Indications: Chronic fatigue; pre- and post-operative care. High- 
level B-compjex therapy to establish and maintain high nutritional 
level. As an adjunct in nutritional deficiency and alcoholism. 
Dosage: Intramuscular or intravenous. 1 or 2 cc. daily, or as re- 
quired. Caution: Inject slowly to prevent sensations of burning 
or nausea. 


Your Lincoln Detail Man can give you com- 
plete information on the convenience, economy 
and efficacy of the Lincoln Lyophilized Line. 


— Ef \aboratories, 
incorporated 


Laboratory Park * Decatur, Illinois 
Lincoln of Texas Laboratories, Inc. * Houston, Texas 


Pacific Lincoln Laboratories, Inc. * Salinas, Calif. 


. a ‘ 

| 

me 

a 

| 

— 
‘ = 

| 


but all 34 patients in this study carried End- 
amoeba histolytica! in their stools! Five were 
classified as asymptomatic and 18 were “‘per- 
sons with such poorly defined symptoms that 
they would not normally seek medical assis- 
tance...,”" but a stool examination proved that 


all had amebic dysentery. 


In these instances, a course of treatment 
with Milibis-Aralen was completely success- 
ful. Milibis — bismuth glycolylarsanilate — a 
new intestinal amebacide, is one of the most 


powerful of the drugs commonly used 


against Endamoeba histolytica.2 Yet its tox- 


icity is so low that side effects are virtually 
unobserved. 


Aralen (chloroquine) diphosphate has 
been shown to exert a specific action on extra- 
intestinal amebiasis. The combination of 
Aralen with a superior intestinal antiamebic 
drug such as Milibis furnishes adequate treat- 
ment of any amebic infection. 


HOW SUPPLIED: 
Milibis, tablets of 0.5 Gm., bottles of 25; 
Aralen, tablets of 0.25 Gm., bottles of 100. 


M I LI B I S ® amebacide ... high in potency... low in side effects 
ARALEN diphosphate... for extra-intestinal amebiasis 


1. Towse, R. C., Berberian, D. A., 
2. Berberian, D. A., Dennis, E. W., 


and Dennis, E. W.: ~~ 4 York State Jour. Med., 50:2035, Sept., 
and Pipkin, C. A.: 


DU 1450 BROADWAY, NEW YORK 18, 


1950. 


Am. Jour. Trop. Med., 30:613, Sept., 1950 
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Low-dosage Sedation and High-dosage 
B-complex Benefits these Patients 


tired, nervous ginorexia 


Restoration of a Normal Emotional Picture is often facil- 
itated by administering BEPLETE as an adjunct to other 
appropriate measures—psychotherapy, diet, etc. 


BEPLETE supplies phenobarbital and substantial 
amounts of B vitamins including Vitamin B,,. Available 
as a highly palatable Elixir, and as tablets. 


BEPLETE 


VITAMINS B-COMPLEX WITH PHENOBARBITAL WYETH 


Wipeth INCORPORATED, PHILADELPHIA 2, PA. 
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Recent clinical stud 


Each METHCOLATE* tablet contains: 
Choline Bitartrate (Choline, 47%) 
dl-Methionine 


The lipotropic action of choline (present as potent 
choline bitartrate in METHCOLATE) is aug- 
mented in, the body by the choline-producing 
ability of methionine. 


suppueD: Bottles of 100 and 1,000 coated tablets. 


REFERENCES: 1. Morrison, L. M., and Gonzalez, W. F.: 
Am. Heart J. 39: 729 (1950). 2. Goldstein, M. R., and- 
Rosalin, P. D.: Connecticut M. J. 9: 351 (1945). 3. Cayer, 
D., and Cornatzer, W. E.: South. M. J. 42: 669 (1949). 
4. Pomeranze, J., and Levine, V1: Rev. Gastroenterol. 16: 
771 (1949). 5. Editorial: J.A.M.A. 141: 392 (1949). 6. Mor- 
rison, L. M.; et al.: Am. J. M. Sc. 216: 32 (1948). 7. Morri- 
son, L. M., and Johnson, K. D.: Am. Heart J. 39: 1 (1950). 


Literature on Request 


B. F. ASCHER & CO., INC. 


Ethical Medicinals 
KANSAS CITY, MISSOURI 
*Trademark of B. F. Ascher & Co., Inc. 


I 


MATERIAL— A total of 230 patients with proved 
coronary disease were studied (myocardial infarc- 
tion, coronary thrombosis). 


PROCEDURE—115 patients were treated with 
choline, while the remaining 115, used as controls, 
received only routine care. 


RESULTS— After a three-year period, the treated 
group had 104 survivors, the untreated control 
group only 88 (7 noncardiac deaths eliminated 
from both groups). There were 27 cardiac deaths 
in the untreated group, 11 cardiac deaths among 


those patients receiving lipotropic therapy—or a 
reduction in mortality of 607%. 


thus contributing to the correction of 
ittherosclerosis and the fatty liver of cirrho- 


sis and diabetes mellitus**” 


METHCOLATE 


helps fight fatty degeneration by mobili- 
zing lipids from their deposits and reducing 


excessive blood cholesterol. 
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A MORE 
ADEQUATE 

APPROACH TO 
MENOPAUSAL THERAPY 


TRANSIBARB 


TRANSIBARB Capsules provide three- 
fold, symptomatic relief in the manage- 
ment of the menopausal patient . . . adequate 
sedation . . . cerebral stimulation . . . control of vaso- 
motor instability. 


TRANSIBARB takes full advantage of the increasing use of a central 
nervous system stimulant combined with effective proportions of seda- 
tive medication. In addition, vitamin E is employed in the formula for 
its demonstrated efficacy in menopausal therapy. 


In geriatrics, too, TRANSIBARB tends to minimize nervous appre- 
hension in debilitated and mentally depressed patients. 


Each TRANSIBARB Capsule contains phenobarbital, (Warning: 
May be habit forming), 14 gr., d-desoxyephedrine HC1., 2.5 mg., 
and vitamin E (dl-alpha tocopheryl acetate), 5 mg. 


DOSAGE: One capsule, an hour after breakfast; one capsule, 
an hour after lunch. In exceptional cases, a third capsule may 
be given, if required, an hour after the evening meal. 


TRANSIBARB 


TRADEMARK 


Sedative—Sympathomimetic 


SUPPLIED: Bottles of 500 and 1000 capsules, 
at all drug stores. 


Literature and 
samples to 


physicians 


on request. 


George A. Breon« Company 


Pharmaceutical Chemists 


NEW YORK 18, N. Y. 
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b Oily lotion helps prevent bed sores 


The soothing, emollient character of Dermassage 
has made it a confirmed ally in measures for the 
prevention of bed sores and in massage. Its lanolin and 
olive oil content lubricates skin surfaces and reduces 
the likelihood of skin cracks and irritation 
resulting from dryness. A pleasant cool sensation 
is produced by menthol, without resort to rapid 
“~_™ evaporation and loss of skin moisture. 


Hexachlorophene gives added protection 


With the addition of hexachlorophene, effective 
germicidal and deodorant agent of low toxicity, 
Dermassage has acquired greater protective value. It 
makes possible a lowered bacterial count on skin areas 
for a liberal Trial Sample of to which it is routinely applied, thus 
EDISONITE SURGICAL CLEANSER minimizing the risk of initial infection should 
Instruments come spotlessly clean skin breaks occur in spite of precautions. 

and film-free after a 10- to 20- 
minute immersion in Edisonite’s 


TEAR HERE 
and pin to your 
LETTERHEAD 


An efficient means of protecting the patient against skin discomfort 
or damage while confined to bed or wheel chair in 

hospital or home. Used and approved in 

thousands of hospitals, coast-to-coast, 

glass and rubber. and on the recommendation of doctors, 

EDISON CHEMICAL COMPANY nurses and hospitals to patients 

30 W. Washington St., Chicago 2 returning home. 


Jermassa 


r DERMASSAGE | 
Tm Geog. 


EDISON CHEMICAL CO. 
— An Established Aid 30 W. Washington, Chicago 2 


probing “chemical fingers” solution. 
Harmless to hands as to metal, 


! 
to Good Nursing Now Please send me, WITHOUT OBLIGATION, 
: with : your Professional Sample of Dermassage. 
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ACTHAR therapy can usually control sevére bronchial asthma when cus 
tomary therapeutic measures have failed. ACTHARNis a life-saving measure if 
status asthmaticus. 


Symptomatic relief has been reported to begin within a) few hours after the 
first dose of ACTHAR, followed by marked improvement if vital and maximum 
breathing capacity. Remissions lasting as long as 10 months havé been 
observed. 


OTHER ESTABLISHED INDICATIONS: Rheumatoid Arthritis, rheumatic fever, 
acute lupus erythematosus, drug sensitivitieg, contact dermatitis, most 
acute inflammatory diseases of the eye, a¢gute pemphigyé, exfoliativ 
dermatitis, ulcerative colitis, acute gouty /arthritis, secohdary adre 
cortical hypofunction, alcoholism and dcute delirium’ tremens, 
severe burns. 


Literature and directions for administration ¢f ACTHAR, in¢luding contraindi- 
cations, available on request. 


ACTHAR is available in vials of 10, 15, 25 and 40 I.U. (mg 
ard of ACTHAR is now accepted as the International Unit, 1 International Unit 
being equivalent to 1 milligram of A 


OF HORMONE 


THE ARMOUR LABORATORIES -/cHicaGo 11, ILLINOIS 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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A Proved Therapeutic Resource for the 
Control of Nausea and Vomiting 


of Gastrointestinal Origin 


FEATURES: 


@ Physiologic—not 
pharmacologic—ac- 
tion 

@ Free of antihista- 
minics, barbiturates, 
narcotics, and stimu- 
lants 


@ Nontoxic—no dis- 
tressing side-effects 


@ Works quickly— 
often with a single 
dose 


@ Very agreeable 
taste 


@ Simple regimen 


EMETROL (Phosphorated Carbohydrate Solution) 
quickly inhibits the smooth-muscle contractions 

of the small intestine and the pars pylorica, involved 
in the vomiting mechanism.! A concomitant 
lowering of blood-sugar levels is believed to indicate 
that EMETROL helps restore the deranged carbo- 
hydrate metabolism often observed in emesis. 


Clinical experience? in 243 cases of nausea 

and vomiting, including 172 cases of epidemic 
vomiting, 43 cases of regurgitation in infants, 

17 cases of toxic vomiting, and 11 cases of 
motion sickness, has demonstrated the impressive 
efficacy of this novel therapeutic approach. 


EMETROL presents balanced amounts of levulose 
and dextrose in coacting association with ortho- 
phosphoric acid, stabilized at a physiologically 
adjusted hydrogen-ion concentration. It appears to 
provide the proper chemical environment for reducing 
hypermotility of the gut and promoting zymogen 
activation. 

supplied: Bottles of 3 fl.oz. and 16 fl.oz. 

1. Bradley, J. E.: Address before the Clinical Session, A. M.A., 


Washington, Dec. 6, 1949. 
2. Bradley, J. E.; et al.: J. Pediat. 38: 41 (Jan.) 1951. 


(Aarerres?) KINNEY & COMPANY, Prescription Products, COLUMBUS, INDIANA 
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California” 


Pen John Sutter accidentally dis- 
covered gold in 1848, he could not foresee 


how he was changing the future of 
California and the West. 


“Gold in California!’ spread across the 
country as if the wind carried the word. 
Some men grew rich overnight . . . some 
washed $1500 worth in one panful of dirt 
and others took out as much as $18,000 in one day. 


Near Sonora, California, it’s said, a funeral was interrupted 
by a man who, kneeling in the midst of prayer, idly examined 
the earth of the grave’s edge, then cried “Gold.” The body 
was moved aside and the mourners staked out claims. 


About half of the estimated 80,000 who reached California 
in 1849 came overland. It’s possible bicarbonate of soda 
accompanied many of these forty-niners for it was just three 
years before the Gold Rush that Church & Dwight first began 
their baking soda business. Our product, sodium bicarbonate, 
is sold under two brand names, Arm & Hammer Baking 
Soda and Cow Brand Baking Soda. 


Sodium Bicarbonate aids the physician in many ways and, 
for more than a century, physicians have prescribed our 
ve for many internal and external maladies. It is U.S.P. 

icarbonate of Soda, and may be prescribed whenever indi- 
cated. And, when used as a dentifrice, it reduces L. acidophilus 
count . . . removes film without harming enamel. 


CHILDREN’S STORYBOOKS— We'l! be 
glad to send you a free supply of 
our approved, illustrated little 
storybooks for your waiting room. 
Just write to us at the address below. 


CHURCH & DWIGHT CO., INC. 


10 Cedar Street . New York 5, N. Y. 
BUSINESS ESTABLISHED IN 1846 
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sodium sodium ‘Resodec’ 


Sodium imbalance causes edema _—‘Resodec’ restores sodium balance 


What it is: ‘Resodec’ is a remarkable new substance* that has the ability to remove 
excess sodium from the contents of the intestinal tract and to carry it out 
of the body in the feces. Hay, M.D., and Wood, J. E., Jr.: Ann. Int. Med. 33: 1139 (Nov.) 1950. 


What it does: ‘Resodec’ produces the approximate effect of halving the patient’s salt 
intake—thus assuring adequate sodium control, with a minimum of dietary restriction. 


For complete details, dosage directions and contraindications, 
see professional literature—available upon request. 


the first positive means of achieving 


adequate sodium control in congestive heart failure 
Smith, Kline & French Laboratories, Philadelphia 


“Resodec’ Trademark *Polycarboxylic cation exchange compound 


ge 
} 
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"NAME: P.R.C. 
AGE: 57 — Male 


CASE HISTORY No. 22851 


Diagnoses: Hypertensive and coronary heart disease, marked cardiac 


enlargement, chronic congestive heart failure, nephrosclerosis 
with mild renal insufficiency." 


This patient "was unable to follow the basic rice diet satisfactorily, 
and there were frequent diversions from his diet." He had remained 

in "more or less chronic recurrent heart failure" since 1947 and 

had required "frequent injections of mercurials." 


* 


"On June 13, 1950, for the first time he was started on 'Resodec' 
therapy, 45 Gm. per day. There was an immediate drop in weight, and 
no further mercury was required until August 18. During this entire 
period there were weekly diversions from his diet, but in spite of 

this, his weight was reasonably well controlled. 


"On September 8, it was decided to add sodium, 500 mg. in tablet 

form as sodium chloride. This he did by dissolving the salt in water 
and using it in a shaker. The addition of salt has accomplished a 
rather dramatic change in his outlook, since he has followed his diet 
consistently since that time and has gotten along very well. He has 
taken 'Resodec' faithfully. 


"There is no question that 'Resodec' has been extremely effective. 


He has done extremely well ... and this would not have been possible 
without 'Resodec'. ..." 


“Excerpts from an actual case history, as reported from a leading medical 
institution. 


(average reading time: 2 minutes) = 
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the Keynote 
DEXTROGEN 


Ready to use and in liquid form, Dextro- 
gen is a concentrated infant fornvula, 
made from whole milk modified with 
dextrins, maltose, and dextrose. In addi- 
tion, it is fortified with iron to compen- 
sate for the deficiency of this mineral in 
milk. Diluted with 1% parts of boiled 
water,* it yields a mixture containing proteins, fats and 
carbohydrates in proportions eminently suited to infant 


feeding. In this dilution it supplies 20 calories per ounce. 


The higher protein content of normally 

diluted Dextrogen—2.2% instead of 

1.5% as found in mother’s milk— 

satisfies every known protein need of the 

rapidly growing infant. Its lower fat con- 

tent makes for better tolerability and 

improved digestibility. 
Dextrogen serves well whenever artificial feeding is indi- SIMPLE 
cated, and is particularly valuable when convenience in - ba — te 


: . : is pour the contents of 
formula preparation is desirable. the Dextrogen can into 


ly cl 
*Applicable third week and thereafter; 1:3 for first week, 1:2 for second week. cane toh eee 


fill with previousl 
32 


THE NESTLE COMPANY, ING. 


to fi 
COLORADO SPRINGS, COLORADO 
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when the patient isn’t quite “up to snuff”... 


a good tonic is often all that is needed. 
To stimulate appetite, to restore vigor and general tone, 
Eskay’s Neuro Puospnates and Eskay’s THERANATES are two 
of the most useful preparations you have. These tonics 

are prescribed so widely because they work so well. 

Both are available in 12 fl. oz. bottles. 

Smith, Kline & French Laboratories, Philadelphia 


Eskay’s Neuro Phosphates: 


a palatable and effective tonic 


Each adult dose, 2 fluid drams (2 teaspoonfuls), contains: 


Strychnine glycerophosphate, anhydrous . . grain 
Sodium glycerophosphate ......... 2 grains 
Calcium glycerophosphate ......... 2 grains 


Phosphoric acid, 735% 


Eskay’s Theranates 


the l N Phosphat lus Vitamin B. 
of euro sphates, plus Vitamin B, 


*T.M. Reg. U.S. Pat. Off. 
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every 


MILD 


AVERAGE "910" 


"925" 


SEVERE 


SONOFACT #4 


The patient is never fitted to a Sonotone; the 
correct Sonotone model is fitted to the patient, 
after audiometric measurement and word test- 
ing. Only Sonotone has instruments especially 
designed to deliver small, moderate and large 
amounts of amplification to best serve the 
need of the particular patient. 


mild, average or severe 


No matter what the degree of your patient's 
hearing loss, there's an individual SONO- 
TONE instrument specially designed to help 
him. The components of each model can be 
individually adjusted to suit the type of loss 
as shown by the audiogram. A SONOTONE 
instrument, therefore, fitted both for type and 
degree of hearing impairment gives the most 
nearly perfect hearing mechanically possible. 


for mild impairment 


“940"—designed for those with mild losses and 
“tender” ears. Also supplied with outside microphone 
delivering unmuffled reception free of clothes-rub- 
bing noise. 

“910” with 15-volt B battery. Also designed for 
losses up to 60 db. 


for average impairment 


“910” with 2214-volt B battery. For average losses 
up to 80 db. Also may be used with poe. econ- 
omy A battery. 

“920” similar to the “910” but with a “breather- 
type” A battery which lasts three times as long. 


for severe impairment 


“925” with 30-volt battery. For severe losses, pro- 
viding extra power with 3-tube economy. 

“966” contains six tubes not three, provides ten 
times the power of the average hearing aid. For 
severely deafened patients with losses of 100 db. 
and over. 


Would one of your patients like a copy of 
“SOME QUESTIONS . . . You Will Want 
Answered Before You Buy a Hearing Aid”? 


write SONOTONE CORPORATION 


Box G-61> 
Elmsford, N. Y. 


seu 
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Depends on Correct Fitting 


Only 47.1 per cent of patients can be fitted with a size 
70 or 75 diaphragm! (the most commonly prescribed sizes). 

About 28 per cen? are fitted with sizes 80 and 85, and 
18 per cent with sizes 60 and 65." 


Thus, the need for correct fitting and a wide range of 
diophragm sizes is evidert. A diaphragm which is too small or too 
large will not block access to the cervix along the anterior wall.? 


Remses’ patented Flexible Cushioned Diaphragms are available 
in sizes ranging from 50 to 95 millimeters inclusive, in gradations of 


5 millimeters. the dome (enlarged 10 dtometen) 
and the rim (inset) of a “RAMSES” 
Only the "Ramses" Diaphragm is made with the comfort- Flexible Cushioned Diaphragm. 


assuring patented cushioned rim. Only the “RAmSES” Diaphragm is 
made with a velvet-smooth pure gum rubber dome. 


The "RAmsES” Diaphragm is intended for use with “RAMSES” 
Vaginal Jelly to provide optimum protection for the patient. 
1. Clark, Le M.: The Vaginal Diaphragm. St. Louis, C. V. Mosby Company, 1938; p. 43. 


2. Dickinson, R. L.: Techniques of C Pp Control. » Williams & Wilkins 
Company, 1950; p. 17. 


Unretouched photomicrograph 
of the dome (enlarged 10 diam- 
eters) and the rim (inset) of 


gynecological division a conventional-type diaphragm. 


us Dre: 


423 West 55th Street, New York 19, N. Y., 
quality first since 1883 
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Can that “Sore Throat” 
patient get BOTH?....... 


Pleasant Antibacterial Solvti?® 
For Daily Oral Hygien® 
4 


ont PINT 


THE DOUBLE-CLEANSING 
THERAPEUTIC GARGLE 


Cépacol is widely prescribed and 
recommended for: 


¢ Sore throat associated with the 
common cold and influenza 

Tonsillitis 

¢ Pharyngitis 

¢ Pre- and post-tonsillectomy 

¢ Irritation from postnasal drip 

Alkaline, non-toxic . . . ideal for 
daily use as gargle or spray. 


ordinary temperature 
US. Pat No 2,295.9 
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Ye @ Better penetrating and cleansing action is as- 


sured with Cépacol. Its lower surface tension (33 dynes/cm.) enables it to 
penetrate into the recesses and folds of the mucosa... to cleanse more 
deeply, more thoroughly. 


Ye om @ Effective antibacterial cleansing can accom- 


pany this mechanical cleansing, too. Cépacol’s safer, more powerful anti- 
bacterial agent (Ceepryn ® Chloride) kills a wide range of oral bacteria 
within 15 seconds after contact, according to laboratory tests. 


And Cépacol has a decidedly pleasant taste 


THE PLEASANT, DOUBLE-CLEANSING ANTIBACTERIAL GARGLE 


NOW AVAILABLE .. . Cépacol Throat Lozenges! These convenient, 
pleasant-tasting lozenges, dissolved slowly in mouth, provide a soothing, 
analgesic solution to relieve the dryness and irritation of sore throat. 


CINCINNATI U.S.A. 
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outstanding relief of 


Pruritus 


with new synthetic 
® 


(N-ethyl-o-crotonotoluide* ) 


non-sensitizing — “We have used EuRAX in approximately 400 cases. ... There was only one 
instance of sensitization.” 


longer-lasting — “Fifteen dermatologic entities were treated. . .. The antipruritic effect lasted 


approximately six hours after application in some instances and ‘as long as twelve 
hours in others.” 


persistently effective —“... it seldom lost its effect after an initial amelioration. ...” 


non-toxic — “Because of its low sensitizing index and the absence of toxicity, the ointment 
seems to be particularly suitable for those cases where long-continued use is ex- 
pected.” 


cosmetically acceptable — “EURAX is odorless and non-staining . . . an elegant addition 
to our dermatologic therapy.” 


All quotations from paper presented before the 
144th Annual Meeting of the Medical Society of 
the State of New York, New York City, Section on 
Dermatology and Syphilology, May 12, 1950. 
Peck, S. M. and Michelfelder, T. J. New York 
State J. Med. 50:1934 (Aug. 15) 1950. 


Reprints and samples gladly sent on request. 


EURAX Cream (brand of Crotamiton) 


available in 10% concentration in a vanishing- 
cream base: tubes of 20 and 60 Gm. and 1 Ib. jars. 
*U.S. Pat. 2,505,681 


g GEIGY PHARMACEUTICALS, Deeescon of Geigy Company, Inc. 
89-91 Barclay Street, New York 8, New York 
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NEW...the first product of its kind 


The Stuart Amino 


(SOLUBLE BEAD FORM) 


A complete oral amino acids product 
containing all the amino acids (and only 
amino acids) in correct ratio to maintain 
nitrogen balance. The Stuart Amino Acids 
needs no digestion. It is bland in taste, read- 
ily soluble and completely non allergenic. 


Although the Stuart Amino Acids may be 
used whenever there is a need for protein, 
there are certain situations where the use of 


Stuart Amino Acids has a very special value: 


Pre-and post-operative conditions where a_ 


minimum of burden must be placed on the 
digestive system « Cases of protein allergy 
and testing for suspected ingested allergies 
+ Peptic ulcers—the Stuart Amino Acids 
requiies no digestion, provides the needed 
amino acids, and has a high antacid and 


6-OZ. BOTTLES. AVAILABLE AT ALL PHARMACIES 


buffering effect — Massive amino acids dos- 
age—bland taste and high solubility make 
massive dosage possible Whenever bulk, 
large food particles or roughage cannot be 
tolerated + In some cases, to reduce the need 
for prolonged parenteral administration or 
repeated transfusions ~ In tube feeding — 
high solubility permits massive dosage with 


smaller amounts of liquid without clogging. 


ALSO NEW 
all the amino acids plus Biz in tablet form 


Stuart Amino Acids & Bi2 
TABLETS 


BOTTLES OF 100 TABLETS 


| 
gee 
~ 
the Stuart 4 wate 


COMPLETE SECONDARY ANEMIA THERAPY 
REQUIRES A COMPLETE PRODUCT 


CONTAINS BOTH FORMS OF Bil2 


Ferrous Gluconate for greater tolerance Truly therapeutic amounts of B 

Complex and C «= Liver fraction for natural B Complex factors - Copper 

Tablet form for stability = Tablet form to release iron in the stomach 
at a desired rate for greater tolerance 


CALry 


ALSO AVAILABLE AT ALL PHARMACIES Ce 


\* 

THE STUART HEMATINIC 

THE STUART HEMATINIC WITH FOLIC ACID 
THE STUART HEMATINIC LIQUID 


® 


° 
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predictable 
control 
of 


hay fewer 


Chlor-Trimeton Maleate, 
milligram for milligram the 
most potent antihistamine 


available, allows the physician 


to predict a definitive and 


favorable result in symptomatic 
control of hay fever. Often 
successful when others fail, and 
producing few and minimal side 
effects, Chlor-TJrimeton Maleate 
may supersede other 

compounds designed for the 


same purpose. 


Chlior-7Trimeton 


maleate tablet 


(brand of chlorprophenpyridamine maleat ) 


Chlor-Trimeton Maleate is available 
in 4 mg. tablets. 


*T.M. 


CORPORATION + BLOOMFIELD, N. J. 
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more effective 


eye 


infections 


In a series of 180 cases, new 
Gantrisin Ophthalmic Solution 
proved more effective “in acute 
and subacute conjunctivitis 
produced by either gram negative 
or gram positive organisms’’t 


Gantrisin Ophthalmic is “‘better 
tolerated, and less prone to 

the production of sensitization 
or allergic reactions than any of 
the other sulfonamides or 
antibiotic preparations’ 
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Because Gantrisin* Ophthalmic has a wider 
antibacterial spectrum, it is highly effective 
against many microorganisms found in 
conjunctivitis, blepharitis, dacryocystitis, 
corneal ulcer, trachoma, superficial punctate 
keratitis and other eye infections. 


Because Gantrisin Ophthalmic is an isotonic, 
buffered solution, it usually does not irritate 
or sting the eyes. The fact that it is a 

single sulfonamide, not a mixture, reduces 
risk of sensitization. 


Gantrisin 
Ophthalmic 


GAN TRISIN OlrETHANOLAMENE 


A sterile stable solution containing 4% 
Gantrisin Diethanolamine in 1 oz. vials with 
dropper, it does not require refrigeration. 


TQuinn, L. H., and Burnside, P. M.: Eye, Ear, Nose & Throat 
Monthly, 30:81, Feb., 1951. 


Hoffmann-La Roche Ime « Roche Park * Nutley 10 « New Jersey 


*cantrisin® —srano OF SULFISOXAZOLE 
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Veratrum Viride alkaloids alone 


are not sufficient for complete treatment 


(Encote) 


> 


vasodilation os exerted byv 
provides ‘Viride o Mennitol 


Protection against ca; 
ity as manifested by the prophylactic 
the 


moderate sedation—reducion 
essential of nervous tension through the action 


In providing the essential combination, VIR-I-TIN accom- 
plishes hypertension effect in gradual lowering of blood pres- 
sure and easement of symptoms without detriment to the 
patient. 


VIR-I-TIN dosage requirement varies with the therapeutic 
need. Supplied in bottles 100 and 1,000. 


Each ViR-I-TIN tabiet contains: *Encote is the trademark of the Stew. 

Maney enteric coating manufactur 
FORMULA: Mannitol Hexanitrate... 30 Mg. under license from the State Univer- 
; sity of lowa. It is clinically effective 
Phenoberbitel 15 Mg. in delivering individual doses of a 
Rutin 20 Mg. drug to the intestinal tract without 
coming in contact with stomach gas- 
Veratrum Viride, Biologically tric juices. In this formula the patient 

Assayed 100 Mg. is protected. 


Clinical samples and literature supplied to physicians upon request. 


BARLOW-MANEY LABORATORIES, INC. 


CEDAR RAPIDS, 1OWA 


new Biologically Handardiyed | 
: 
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RETAFEN 


with Hexachlorophene and other effective medicaments 


Bor mincex shin 


ANTIPRURITIC + ANTIBACTERIAL + ANTIFUNGAL 


Dihydroxyhexachlorodiphenylmethane 
(Hexachlorophene), Acid Carbolic (Phe- 
nol), Resorcinol, Oil of Tar Rectified and 
Zinc Oxide in a special, creamy white 
Ointment base—non-irritating, easily 
washable and non-staining to bedding 


and clothing. 


Supplied in ¥z ounce tubes, individually cartoned. 


= Send for samples and detailed information. 


VB 


VANPELT & BROWN, Inc. Pharmaceutical Chemists RICHMOND 4, VA. 
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CHEMISTRY 


N20 Tamers + Gmeo® 
- COATED. WE 


and maintain 
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urinary antisepsis 


he value of MANDELAMINE* as a Other indications for MANDELAMINE 

urinary antiseptic in the chemo- are pyelitis, pyelonephritis, nonspecific 

therapy of prostatitis is based on urethritis, and infections associated with 
(1) its wide antibacterial range, (2) ex- urinary calculi or neurogenic blad 
ceptional freedom from drug-fastness der; also valuable for pre- and postop- 
—MANDELAMINE retains its thera- erative prophylaxis in urologic surgery. 


peutic potency even against organ- MANDELAMINE is available in bottles 
isms which have become resistant to of 120, 500, and 1,000 enteric-coated 
other antibacterial agents, (3) absence tablets through all prescription phar- 
of untoward reactions in nearly all macies. Literature and samples to 
patients, and (4) simplicity of regimen. physicians on request. 

Lowsley and Kirwin' recommend 

methenamine and mandelic acid in 1. Lowsley, O. S., and Kirwin, T. J.: Clinical 
prostatic disease, especially when re- oe wr Williams & Wilkins Company, 
sistance or intolerance excludes the 

sulfonamides. A daily dose of 2.25 Gm. 

MANDELAMINE provides the antibac- 

terial potency of 12 Gm. mandelic acid 

or 4 Gm. methenamine. Moreover, 

since MANDELAMINE approximates NEPERA CHEMICAL CO., INC. 
the sulfonamides and streptomycin in Pharmaceutical Manufacture 
effectiveness, it may be used first NEPERA PARK, YONKERS 2, N. Y. 
whenever the diagnosis is prostatitis. 


. *MANDELAMINE is the registered trademark of Nepera 
Chemical Co., Inc., for its brand of methenamine mandelate, 
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DIATRINE* provides 
prompt and effective relief 
of allergic manifestations in 
a wide range of allergic dis- 
orders: 


Contact Dermatitis 


i 


Vernal Conjunctivitis 


Diatrine* Hydrochloride 
‘Warner’ 
an effective antihistaminic 5 


& 
* 


Selection of an antihistaminic drug from the array avail- se a a 

able today is a chore from which the physician can easily 


escape. The selection is simplified by the use of these three asta 


criteria: effectiveness, minimum by-effects, and low toxicity. 1. Combes, F. Cu Zuckerman, Ru, and 
DIATRINE* Hydrochloride ‘Warner,’ in comparative stud- 

ies"? has demonstrated these three essentials —effective- 
ini iCi 2. Kugel: Nu Antibi ini 
ness, minimum by-effects, and low toxicity. Thera ‘Arai in 
njants an tldren, state 

DIATRINE* HYDROCHLORIDE tablets (sugar-coated), J. Med., 49:2313, 1949 


3. Marton, S.: Diatrin, A New Anti- 


50-mg each, are available in bottles of 100 and 1000 tablets. aw see ee ee 


Reactions, 


*T.M. Reg. U.S. Pat. Off. 33:1444, 1950 
Division of Warner-Hudnut, Inc. 
WILLIAM R. WARNER New York « Los Angeles « St. Louis 
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IvYoL, purified active principle of Rhus toxicodendron (1:1,000) in sterile 
olive oil; for phylactic as well as prophylactic use. 


Poison-Ivy Extract Beneficial for 


PHYLACTIC TREATMENT 


of RHUS POISONING (from Poison Ivy, Poison Oak, or Poison Sumac) 


IvYOL«, the same poison-ivy extract that is used 
so extensively for prophylactic desensitization, is 
also widely preferred for phylactic treatment in 
ivy, oak, and sumac poisoning. Reports from 
many sources show the advantage of using an 
extract that contains the active principle. 

Many physicians consider Ivyot injections to 
be most beneficial when employed prophylac- 
tically—for desensitizing susceptible patients 
early—well before the season starts. For this 
purpose, four injections of 0.5 cc. each are 
usually given at weekly intervals, beginning in 
the spring—or at least early enough to complete 
the course of four injections before patients are 
liable to exposure. 

Experience has shown, however, that phylactic 
treatment may also be beneficial. Treatment by 
injection of extracts has been reported to relieve 
the skin eruption and to lessen the tendency to 
future attacks. Favorable results obtained with 
Ivyov included relief from itching and inflam- 
mation. Marked improvement has occurred 
after a single injection. 

For phylactic treatment, in average cases, one 


vial of Ivyor (0.5 cc.) is given intramuscularly, 
every 24 hours until symptoms are relieved. 

In case of unusually great severity, as shown by 
severe or extensive eruptions from slight exposure, 
the amount of active principle contained in one 
vial, given in one dose, might aggravate the symp- 
toms. It is advisable, therefore, in cases of this 
type, to begin with an initial dose of 0.1 to 0.25 cc. 
Subsequent doses are increased or repeated as 
indicated by the reaction. 

For complete information see circular accom- 


panying product. 


Sharp & Dohme, Philadelphia 1. Pa. 


Poison Ivy Extract 


packages of one and four 0.5-cc. vials 
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Benat Drops keep growing youngsters 
healthy—strong 


Benat Drops help infants and children to keep pace 
with rapid development. 

Benat Drops are a palatable nutritional Vitamin B 
supplement, especially rich in Vitamin Bo. 

Benat Drops are provided in a pleasant-tasting vehicle 
readily miscible with milk, formulae, fruit juices, 
cereals and other foods. 


Formula 


Each 0.6 cc. or 10 minims contain: 

Vitamin B,.—Crystalline. . . 

Thiamine Hydrochloride . ° 

Ribofavin ..... - mg. 
Niacinamide. . . «30.0 mg. 
How Supplied: 30 cc. (1 fluid ounce) with calibrated 


dropper. Benat containing Bj. also available in Tablets and 
Injectosols. 


Kasdon, S.C. and Cornell, E. L.: Vitamin B Complex in Neonatal 
Feeding. Am. J. Obst. & Gynec. 56:853-860, 1948. 

Wetzel, N. C.; Fargo, W. C.; Smith, 1. H. and Helikson, J.: Growth 
Failure in School Children as Associated with Vitamin By: Deficiency 
—Response to Oral Therapy. Science 110:651-653, 1949. 


The National Drug Company Philadelphia 44, Pa. 


more than half a century of service to the medical profession 


June, 1951 
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CP 185 


The Last Word in SIMPLICITY 


UNHAMPERED FIELD OF 
OPERATION for the 
atrician! 


ALL CONTROLS OPERATED 
BY ANESTHETIST without 
Awkward Reaching! 


Completely telescoping leg 
section on all models 


Ti. Shampaine S-2638-C Hampton O.B. Delivery 
and Operating Table fulfills every requirement of SHAMPAINE WATSON TABLE : 
modern delivery technique with rapid and effort- : 
less head-end control of a// positions. Every adjust- 

ment is made for the obstetrician — with his com- 


plete attention always on the patient. 


The smooth top and unbroken stainless steel 
sides of the Hampton Table are easy to keep 
clean and aseptic. The Shampaine Hydraulic 
Pedestal offers a rotation feature and retractable 
casters that allow the base to rest firmly on the 
floor for maximum stability. 


Consult your dealer today for information on the com- 


plete line of Shampaine designed O.B. Tables. 


— provides the same positioning features as the 


* Hampton Table, but offers an economy in the side- 
oH 0 m i in E C0 ST. LOUIS wheel Trendelenberg control and manual leg section. 
MISSOURI 
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PROMPT, PROLONGED 
PAIN RELIEF 


wiTHoUT = REBOUND 


FOR THE TREATMENT of peptic ulcer and hyperacidity, 
the market has long afforded neutralizing agents which are satis- 
factory to a degree. Frequently, however, a dosage sufficient for 
prompt, lasting pain relief brings in its wake a discouraging acid 
rebound. This occurs when actual alkalization of the gastric con- 
tent causes the gastric mucosa to respond te the temporary con- 
dition by producing excessive quantities of fresh acid. 


‘Doraxamin brand of dihydroxy aluminum aminoacetate rules 
out this reaction. Because it is a chemical combination of alumi- 
num with glycine, one of the amino acids, it provides the dual 
effect of rapid acid neutralization by the amino acid and a second- 
ary prolonged buffering of acid by the decomposition of the alumi- 
num salt of the glycine. 


As recorded in the chart, Doraxamin qualifies as an efficient 
antacid ‘by raising the pH of artificial gastric juice to approxi- 
mately 3.9 in ten minutes, and maintaining a pH of above 3.0 
for a period of two hours. In addition, repeated tests have shown 
conclusively that, even when Doraxamin is given in excess, the 
pH never reaches a maximum of more than 4.5. There is, there- 
fore, no danger of alkalosis and no acid rebound. 


Doraxamin gives increased assurance of success for your treat- 
ment and comfort for your patient. 


BRAND OF DIHYDROXY ALUMINUM AMINOACETATE 


SMITH-DORSE Y Division of the Wander Company 


LINCOLN, NEBRASKA + DALLAS + LOS ANGELES + MEMPHIS 


Wye 


° 20 40 60 BO 100 '20 


CHART LEGEND — The tablet material (2 gm. equiva- 
lent to 30.8 grains Doraxamin) was added to 150 cc. 
artificial gastric juice and stirred at 37 degrees C. 
Every 10 minutes there was removed 20 cc. of the mix- 
ture which was replaced by 20 cc. of fresh artificial 
gastric juice. At regular intervals the pH of the mixture 
was determined with a Beckman pH meter. 


DOSAGE —1 to 2 tablets, 1 to 2 hours 
after meals and upon retiring, or as pre- 
scribed by the physician. 


References: 


1 Krantz, Kibler and Bell: ‘““The Neutraliza- 
tion of Gastric Acidity with Basic Alumi- 
num Aminoacetate,’’ J. Pharmacol. and 
Exper. Therap., 82:247 (1944). 


2 Paul, W. D., and Rhomberg, C.: “‘Medical 
Management of Uncomplicated Peptic Ul- 
cer,”’ J. lowa M. Soc. 35:167-85 (1945). 


3 Holbert, J. M., Noble, Nancy, and Grote, 
peek J.A.Ph.A., Scientific Edition, 36:149 
(1947). 


4 Holbert, J. M., Noble, Nancy, and Grote, 
I.W.: J.A.Ph.A., Scientific Edition, 37:292- 
294 (1948). 


Rapid Therapeutic Action... 
.--Prompt Pain Relief 


Prolonged Antacid Action... 
Prolonged Pain Relief 


High Acid Buffer Capacity... 
---Low Aluminum Content 


Maximum pH of 4.5, even when 
given in excess...No acid rebound 
nor danger of alkalosis 


ae for the ULCER PATIENT... 
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The league-leading hitter 
wouldn’t maintain his batting aver- 
age long using a tennis racket .. . 
or even an inferior bat. 

Just so the doctor's skill needs 
and deserves the help of the finest 
instruments for accurate diagnosis 
without waste of time. 

That is why more doctors have 
chosen the efficient Welch Allyn 
No. 110 Ophthalmoscope and the 
easy-to-use No. 206 Operating Oto- 
scope than any other instruments of 
their kind ever made. 

They are shown here in Welch 
Allyn’s Sandura Case, which is far 
more durable and more compact 


than old-style cases, and designed 
We cordially invite you to inspect 


the complete line of Welch Allyn 
Electrically Illuminated Diagnostic 
Instruments in Space No. J25 at the 


A. M.A. Annual Session 
Atlantic City, June 11-15 


WELCH ALLYN, Inc. Auburn, N.Y. 


to be sterilized inside and out. 
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“Fine ... now the next line, please?” 


Che Human Side 


Breatues there a physician who is not ac- 
quainted with the type of pest who is forever 
asking for free medical advice? 

When it comes to handling such individuals, 
some medicos are masters in the art of the rebuff. 
The brilliant Canadian physician, Sir William 
Osler, was at a dinner party one night when a 
lady to whom he had just been introduced began 
to plague him with descriptions of pains that had 
been bothering her. 

“What would you prescribe for such a pain, 
doctor?” she finally asked. 

“Well, if I were you,” he said vaguely, “I 
would dress sensibly, avoid draughts and take a 
daily nap.” 

“Oh, thank you, doctor,” gushed the lady. 
Then, laughing embarassedly, she continued, “Of 
course, I would insist on paying you, but since 
we are meeting socially, I’m afraid that would 
be improper.” 

“Indeed it would be,” Sir Osler replied. “Be- 
sides, I never charge for advice given outside my 
office. But,” he added, “I don’t mind confessing 
that such advice never cures anything, either.” 

A prominent Chicago doctor has an equally 
effective treatment for free advice pests. 

Cornered recently in a hotel lobby by a fellow 
who belabored him with a host of imaginary ail- 
ments, he said: “Tell you what—strip down to 
your shoes and let me examine you.” 

“Right here, doc?” said the pest, in amaze- 
ment. 

“Sure,” was the docior’s nifty reply, “you 
asked me here.” 

—STEPHEN J. ScHMIEDL 


New York University Post-Graduate 
Medical School 


477 First Avenue, New York 16, N. Y. 


DEPARTMENT OF MEDICINE 


GENERAL REVIEW COURSE FOR GENERAL PRACTITIONERS 
July 16 through 27, 1951 


@ = This full-time course of ten days’ duration, Mondays through 
Fridays, making a total of sixty hours of instruction, is designed 
especially for members of the American Academy of General Prac- 
tice, but other physicians are eligible to attend. It includes the 
main features of internal medicine and its subdivisions, as well as 
dermatology and syphilology, pediatrics, neuropsychiatry, physical 
medicine, and the diagnosis, pre- and postoperative care of surgical 
conditions. Instruction is given in Bellevue Hospital by means of 
ward rounds, conferences, seminars, and clinics. 


* * 


For Application and information about this and other courses 
address: 


OFFICE OF THE DEAN, 
_ POST-GRADUATE MEDICAL SCHOOL. 


~tA Unit of the New York University-Bellevue Medical Center) 


VOLUME INDEX 


Copies of the Subject and Author 
Index of Volumes |, Il, and Ill of GP 
are available free of charge to sub- 
scribers who wish to have them. Readers 
who wish to preserve their copies of 
GP by binding them into volumes will 
want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 
406 West 34th Street, Kansas City 2, 


Missouri. 
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/ opical therapy . 
effective and safe 


for continued use 


e because Terramycin is well tolerated 
e because bacterial resistance is not produced 


e because the medication may be stored at 
room temperature for 12 months without 
significant loss of potency 


CRYSTALLINE 


HYDROCHLORIDE 


OINTMENT 


An ointment of Crystalline Terramycin Hydrochloride in a petrola- 


tum base. Each Gm. of ointment provides 30 mg. of Terramycin. 


indicated superficial pyogenic infections 
pyoderma 
pustular dermatitis 
minor wound infections 
infections associated with minor burns 


prophylaxis 
particularly valuable ino miwved infections 


In severe local infections which may become systemic, the oint- 
ment should be used as an adjunct to oral therapy with Crystalline 
Terramycin Hydrochloride Capsules. 


eds Tubes containing | oz. (28.4 Gm.) 


Antibiotic Division CHAS. PFIZER & CO., INC. Brooklyn 6, New York 
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Abbott Laboratories. ..... opposite 128 | Kinney & 166 
American Bottlers of Carbonated Lakeside Laboratories, Inc... .3rd cover 

145 | Lederle Laboratories............. 155 
Appleton-Century-Crofts, Inc. ..... 26 
Armour Laboratories......... 164, 165 | Lincoln Laboratories......... 156, 157 
Ge, 160 | M & R Laboratories......... 103, 126 
Ayerst, McKenna & Harrison, Ltd. Macmillan Company, The......... 108 

Opposite.112 | Marcelle Cosmetics, Inc........... 5 
Barlow-Maney Laboratories........ 180 | Massengill, The S. E., Co......... 154 
Bilhuber-Knoll Corp. ............ 191 | McNeil Laboratories, Inc...... 122-123 
Borden Company, The........... 120 | Mead & Johnson Co......... 4th cover 
Breon, George A. & Co........... 146 
Chemico Laboratories............ 153 | Merrell, The Wm. S., Co... .2nd cover 
Chilcott Laboratories..... opposite 144 174-175 
Ciba Pharmaceutical Products, Nations! Drug Go...... 140 

22, 148 | Nepera Chemical Co., Inc... .24-25, 182 
Columbus Pharmacal Co.......... 147 | Mestie Go. Iac., The......... 10, 170 
Doho Chemical Corp., The....... 244 | Numotinine, Tac... 111 
Basen Chemical 162 | Ortho Pharmaceutical Corp... . 124-125 
eer 163 | Pet Milk Company .............. 6 
ee ee eS 150 | Pfizer, Chas. & Co. Inc........ 16, 190 
Geigy Company, Inc. ............ 176 | Picker X-Ray Corp............... 138 
General Electric X-Ray Corp...... RED | 152 
Hanovia Chemical & Mfg. Co..... 13 | Plastishield, Inc. ................ 132 
Hoffmann-La Roche, Inc...... 178, 179 | Postgraduate Medical School...... 189 
Irwin, Neisler & Co.......... 18, 142 | Riker Laboratories, Inc........... 112 


Index to Advertisers 


Sandoz Pharmaceuticals........... 114 
Shampaine Co., The............. 186 
Smith-Dorsey Co., The........... 187 
Smith, Kline & French Laboratories 


8, 20, 136, 168-169, 171 


172 
Squibb, E. R. & Sons ....opposite 16 

116-117 
opposite 176 
134 
Vanpelt & Brown, Inc............ 181 
Varick Pharmacal Co............. 23 
Warner, Wm. R. & Co. Inc....... 183 
Warren-Teed Products Co. The... 9 
188 
White Laboratories, Inc....... 12, 118, 

128, 149 
Whittier Laboratories........ 110, 151 
Wilco Laboratories.............. 21 
Winthrop-Stearns, Inc.......... 2, 198 
14, 17, 159, 192 
Year Book Publishers, Inc........ 106 


QUADRINAL TABLETS CONTAIN FOUR 


DRUGS, EACH SELECTED FOR ITS 


PARTICULAR EFFECT IN CHRONIC 


ASTHMA AND RELATED ALLERGIC 


RESPIRATORY CONDITIONS. 


(0.3 Gm.) 


Quadrinal, Phyllicin. Trademarks E. Bilhuber, Inc. 


R %2 or 1 Quadrinal Tablet every 
3 or 4 hours, not more than 
three tablets a day. 


Each Quadrinal Tablet contains ephe- 
drine hydrochloride % gr. (24 mg.), 
phenobarbital % gr. (24 mg.), Phyllicin 
(theophylline-calcium salicylate) 2 gr. 
(120 mg.), and potassium iodide 5 gr. 


Quadrinal Tablets are marketed in bottles of 100, 500 and 1000. 
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PHENERGAN is Potent. A single bedtime 
dose of two 12.5 mg. tablets controls symp- 
toms in most cases. PHENERGAN often 
gives relief when other antihistaminics fail.' 


The only important side effect, drowsiness 
(1 out of 5 cases), is a distinct advantage in 
the bedtime dosage regimen. The antihis- 
taminic action persists long after the sopo- 
rific effect has worn off. 


1. Shulman, M.R.: Ann. Allergy, 7: 506, 1949. 


SUPPLIED: Scored tablets of 12.5 mg., bottles of 100. 


PHENERGAN 


HYDROCHLORIDE 


N-(2'-dimethylamino-2'-methy!) ethy! phenothiazine hydrochloride 


Wijeth Incorporated + Philadelphia 2, Pa. 


GP @ Volume Ill, Number 6 


: 
“a singe dally nl 
| 


free flow 
and 


outflow 
of bile 


| HYDROCHOLERETIC ANTISPASMODIC, LAKESIDE 


In hepatobiliary disorders CHOLATROPIN produces unimpeded irri- 
gation of the entire biliary tract by its dual action. Volume and 
fluidity of bile are increased by dehydrocholic acid. Homatropine 
relaxes the sphincter of Oddi and bile ducts to facilitate biliary 
drainage and prevent rise in intrabiliary pressure. 


In chronic cholecystitis, cholangitis, non-obstructive cholelithiasis, 
postoperative biliary dyskinesia and biliary stasis CHOLATROPIN 
provides rational and effective hydrocholeretic-antispasmodic 
| therapy. In recommended dosage, despite its powerful spasmolytic 
action, CHOLATROPIN does not cause drying of the mouth or visual 
disturbances. 


CHOLATROPIN: Each sugar-coated tablet contains dehydrocholic acid 250 mg., and 
homatropine methylbromide 2.5 mg. In bottles of 100 and 500. Average dose: One 
tablet two or three times daily. 
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An example of sound three-di- 
mensional structureis LACTUM, 
Mead’s evaporated whole milk 
and Dextri-Maltose® formula. 


1. Sixteen per cent of Lactum’s 
calories are supplied by mill: 
protein—a generous allowance 
for growth and development. 

2. Milk fat contributes 34% of 
the calories. 

3. Carbohydrates (lactose and 
Dextri-Maltose) supply 50° 


of the calories—to provide 
generously for energy, permit 
proper metabolism of fat, and 
spare protein for essential tis- 
sue-building functions. 


Authoritative pediatric recom- 
mendations support this caloric 
distribution. And cow’s milk and 
Dextri-Maltose formulas with 
these approximate proportions 
have been successfully used in 
infant feeding for forty years. 


EVAPORATED 
‘OW FAT MILK ang DEXTRE MALTOSE 


DRMAULA FOR INFANTS 


EVAPORATED 
WHOLE MILK and DEXTRI-MAL 
FORMULA FOR INFANTS 
maltose” 
wh aed 
evaporated, canned and sterilized. 


MEAD JoHNSON & 
VANSVILLE, IND. U9" 
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Lactum’s 4 dimension... 
Time-saving convenience 
Lactum feedings are prepared simply 


by adding water. A 1:1 dilution 
provides 20 calories per fluid ounce. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,IND.,U.S.A. 


For soundness in the infant’s formula... 
check all ti 
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